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T . WORD “MARCHING” implies progress, 
through organization, toward a stated objective. 
It conveys a sense of effort, but of effort tem- 
pered by rhythm and unity of purpose. In march- 
ing, the weaker members of a group carry on more 
effectively as a part of the column than they could 
do alone. This is probably the concept which caused 
the Program Committee to assign the topic “March- 
ing Forward in Nursing Education.” Of course 
there is the added connotation of marching “under 
orders.” If we are marching under orders the or- 
ders are those of social necessity ! 


The First Period 


If we are “marching forward” how shall we meas- 
ure our progress? It has been stated that’, “The 
span of sixty years since nursing schools were first 
established in this country divides itself quite natur- 
ally into three periods of about twenty years each. 
The first, from 1873 to 1893, was distinctly a pio- 
neering period. . . . The outlines of a curriculum 
Were taking shape and the need of a more syste- 
matic program of instruction was soon recognized.” 


*Stewart, Isabel M.: “Curriculum Revision,” American Jour- 
nal of Nursing, January 1935, page 
Presented at the Colorado Hospital Association meeting. 
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The Second Period 

“The second period, from 1893 to 1913, may be 
called the boom period in nursing education. The 
new system was so useful and popular that prac- 
tically every hospital wanted a school of its own 
and the multiplication of both hospitals and schools 
went ahead at an amazing rate. Some of this new 
construction was sound but a great deal of it was 
as flimsy and ramshackle as the jerry-built shanties 
of boom towns.” (This was the period when nurses 
in state after state secured nurse practice acts, in 
an effort to raise the general level of attainment in 
nursing schools and, in so doing, to protect patients 
from incompetent care.) 


The Third Period 


“The third period, from 1913-1933, may be called 
the period of standard setting and stock-taking.” In 
this period of stock-taking successive studies were 
made which pointed out, more or less specifically, 
the strength and the weaknesses of our educational 
system. These hardly need to be enumerated for 
this audience. They were 

1. The Report of the Committee on Nursing and 

Nursing Education in the United States. (Gold- 
mark Report, 1923) 





The Reports of the Committee on the Grading 
of Nursing Schools: 
a. Nurses, Patients and Pocketbooks (1928) 
b. Nursing Schools—Today and Tomorrow 
(1934) 
c. An Activity Analysis of Nursing (1934) 
3. The Reports of the Committee on the Costs 
of Medical Care (1928-1933) 
4. The Survey of Public Health Nursing (1934) 
These studies provide some useful bases for judg- 
ments as to whether we really are “marching along 
in nursing education.” Some of the questions the 
Grading Committee found it necessary to ask would 
be utter absurdities in any field of education except 
nursing. “Has the school full-time instructors?” 
was such a question. It was possible only because 
nursing schools ‘had not yet discarded the appren- 
ticeship method. But the facts revealed by this ques- 
tion, as shown in the accompanying table, were, and 
are, disconcerting. 


No Full-Time Instructors 


1929 (First grading) 42 per cent of the schools 
1932 (Second grading) 23 per cent 
1935 (Schools Accredited by 
State Boards of Nurse Examiners) 11 
per cent 


In 1929 there were only three states in which 
In 1932 


every school had at least one instructor. 
there were five states, and in 1935 there were four- 
teen states in which every school had at least one 
full-time instructor. 


Marching along? Yes—but it would seem not so 
rapidly as to upset the economics of hospitals. The 
report of 1935 shows that only a little more than 
one-third of all schools had at least two full-time 
instructors. 


Schools of nursing now seem to be connected with 
slightly larger hospitals than at the time of the sec- 
ond grading. In 1932, thirty per cent of the schools 
were in hospitals with less than fifty patients; in 
1935, twenty-six per cent of the schools were in hos- 
pitals of this size. It is probable that very small 
hospitals found it an economy to substitute graduate 
for student service. In other words, the graduates 
of twenty-six per cent of the schools cannot meet 
the minimum qualifications for staff positions in an 
official or private public health nursing agency, as 
set up by the National Organization for Public 
Health Nursing’. This is significant, for these re- 
quirements strongly influence the standards set up 
for nursing service under the provisions of the so- 
cial security act. The graduates of these same schools 
“Minimum Qualifications for Those Appointed to Positions 


in Public Health Nursing.” Public Health Nursing, March, 
1936, page 172. 


may also be barred from the Nursing Service of the 
American Red Cross. 


Financing Nursing Education 


Have we made any progress in financing nurs- 
ing education? At what point should a hospital 
school of nursing cease paying an allowance? When 
should it begin charging tuition? Should the answer 
to the first not be, “It should cease paying an allow- 
ance when the value of the student’s service is not 
more than, but is equal to, the cost of her mainte- 
nance and education?” If that answer is valid, then 
should the second be, “A student nurse should pay 
tuition for that part of her nursing education which 
exceeds, in cost, the value of the service she ren- 
ders the hospital ?” 

We have no evidence to show the basis for the 
decisions but the facts on this point are as follows: 
Tuition and Allowances* 

1932 Three-fourths of schools paid allowances 
and did not charge tuition. 

1935 Less than half paid allowances and did 
not charge tuition. 

1932 5 per cent charged tuition. 

1935 22 per cent charged tuition. 

Are not these indications that nursing edueation is 
marching along to a frank recognition that educa- 
tion costs money, that these costs should not be cam- 
ouflaged, and that students, schools, and hospitals 
must face the fact of costs? And, further, that 
subsidies for nursing schools must be found. 


Training in the Nursing of Communicable Disease 


The clinical weakness of the programs of many 
schools of nursing has been pointed out by succes- 
sive studies. It is reflected in the reports of regis- 
tries prepared by the American Nurses’ Associa- 
tion and published monthly in the American Jour- 
nal of Nursing. These registry reports give us an 
excellent index to the type of service physicians 
and their private patients are receiving from nurses. 
Far too many nurses refuse to care for patients hav- 
ing tuberculosis and other communicable diseases; 
and for psychiatric patients. Even though we dis- 
count personal preferences, phthisophobia, and the 
like, there is evidence that patients are not receiving 
the skilled care they should have, because nurses are 
not adequately prepared. 

However, here too we are marching along, albeit 
somewhat slowly. Whereas in 1931 only 40 per 
cent of the reporting schools gave experience in 
communicable disease nursing, in 1935 the percent- 
age had risen to 57 per cent. Forty per cent of the 
schools were still not giving courses in tuberculosis 
nursing in 1935. In 1931, one-third of the report- 


Taylor, Ella A.: “Allowances versus Tuition.” American 
Journal of Nursing, October 1935, page 971. 
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ing schools gave courses in nervous and mental dis- 
eases, while in 1935 rather more than half of them re- 
ported that they were giving this work. No study has 
been made of the quality of the courses cited in these 
data. It is probable that the range is very wide. 

With such data as these before them, plus the 
knowledge that thousands of patients in state hos- 
pitals for the mentally sick should have more. skjMed 
nursing than is now available, a study of seven psy- 
chiatric hospitals—made to determine whether state 
hospitals for mental diseases should offer a basic 
nursing course—was made under the auspices of 
the National League of Nursing Education and the 
American Psychiatric Association. A synopsis of 
it will appear in the May issue of the American 
Journal of Nursing. 

“In many states,” says this report, “the richness 
of the educational resources of a civil state hospital 
are not yet appreciated by other educational groups.” 
And “More than a presenting opportunity is needed 
to make them available for nursing education. There 
must be not only a real interest in education on the 
part of hospital administrators and physicians, and 
a willingness to provide nurse instructors and the 
facilities and equipment essential for teaching and 
practice, but also to make available the clinical re- 
sources of the hospital! and to share the responsibil- 
ity for the instruction, both formal and informal.” 

Hospital administrators sometimes seem to feel 


that the nursing profession has charged off all the 
weaknesses in our educational system to them. This, 


of course, is far from being the case. Economic 
handicaps have inhibited the nursing profession too! 
Although the Goldmark Report in 1923 clearly in- 
dicated the importance of differentiating nursing ed- 
ucation from nursing service, it was not until much 
of the evidence of the Grading Committee was be- 
fore us that the National League of Nursing Educa- 
tion produced its monograph on “The Nursing 
School Faculty—Duties, Qualifications, and Prepar- 
ation.” (1933) It was still later—in fact it is since 
the first of this year—that a Committee of the Na- 
tional League of Nursing Education and one of the 
American Hospital Association jointly produced the 
“Manual of the Essentials of Good Hospital Nurs- 
ing Service.” But— we are marching along. It is 
significant and important that nursing is joining ranks 
with the hospital organizations, as indicated by 
two of the publications mentioned. While it is 
imperatively necessary that we learn to separate 
nursing education and nursing service in our think- 
ing, even though they may overlap in practice, there 
can be no possible doubt that the nursing profession 
must continue to work with hospital administrators 
to provide good nursing service for hospitals; and 
by good nursing service I mean service which will 
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meet all the criteria for such service, including legal 
requirements for competence. Those who talk of 
putting the nursing care of patient under the juris- 
diction of persons with less preparation than that re- 
quired for registration in the respective states, run 
grave legal risks, as need not here be pointed out. 


Hospital Economic Problems and Nursing 
Education 


Nursing is under heavy pressure from many 
sources. It has a long tradition of devoted service 
and of adaptation to human needs. Its educational 
program not only must be adapted to the needs of 
today but it must prepare for those of tomorrow. It 
cannot ignore the economic problems of the hospi- 
tals. The hospital is not only the arena in which 
nurses wage battles for health, it is the laboratory 
in which the student nurse receives the most vital 
part of her professional education, but—and this is 
of equal importance—nursing cannot ignore the in- 
cessant demands for more flexible types of commun- 
ity service than we have had in the past. These 
are coming from the registries and the placement 
services. They are coming with particular force from 
the field of public health nursing which, as has been 
indicated, must respond to incessant changes, includ- 
ing the demands of the social security programs as 
they develop in state after state. They are coming 
from such agencies as the Metropolitan Life Insur- 
ance Company. A report in the New York State 
Journal of Medicine points out that the best of nurs- 
ing care is essential in pneumonia but that the Metro- 
politan Life Insurance Company found, from a study 
of fatal cases among its policy-holders, that 10 per 
cent were cared for by the Company’s visiting nurses, 
40 per cent were treated in hospitals, and the remain- 
ing 50 per cent received no skilled care of any kind. 
In the foreword to the third edition of her classic 
“Public Health Nursing,” which is just off the press, 
Miss Gardner says, “All early writing fails to give 
a true picture of public health nursing as it exists 
today. It is this that has twice made necessary the 
writing of a wholly new book.” Hospital services, 
private duty, public health nursing, the claims of all 
three are insistent and no one of them can be ig- 
nored. Only nurses know all three. This is why 
leadership in nursing education must rest with nurses — 

The National League of Nursing Education is 
the oldest of the three national nursing organiza- 
tions. It makes recommendations in regard to pro- 
grams and policies in nursing education, and gives 
assistance to schools and to local and state groups 
that are looking for help in solving their nursing 
education problems. Its publications are looked 


1Quoted in Quarterly News of the New York State Nurses’ 
Association, April 1936, page 44. 





upon as authoritative throughout the nursing world. 
The Curriculum, which first appeared in 1917, is un- 
doubtedly the most important of them all. It was 
revised ten years later and is now undergoing a 
thorough-going revision and for precisely the same 
reason that Miss Gardner found it necessary to re- 
write her book. It is that new social, medical, and 
economic forces are beating upon nursing. There 
have been many misconceptions of the purpose of 
the National League of Nursing Education in pre- 
paring the Curriculum. From the beginning, the in- 
tention was that it should be used as a helpful and 
suggestive, rather than as an arbitrary or required, 
pattern of nursing education. Schools of nursing 
are as individual as people with their need for ad- 
justments of patterns. Furthermore, on a basis of 
accepted principles, there is need for a certain amount 
of experimentation. 


Agencies Having a Standardizing Function 


Let us digress for a moment to discuss those agen- 
cies which are commonly accepted as having a stand- 
ardizing function. 

1. State Boards of Nurse Examiners. These are 
bodies legally constituted to maintain minimum 
standards within a state. They are concerned with 
the level below which a school may not fall rather 
than with the heights to which it may attain. 

2. The National League of Nursing Education. 
Its function is not, nor has it ever been, in the nar- 
row sense of the term, that of a standardizing agency. 
It has no power to penalize. It is true that it might 
become such an agency! It encourages good stand- 
ards through studies, publications, and advisory ser- 
vice. Its membership is on an individual basis. 


3. The American Association of Collegiate 
Schools of Nursing is definitely a standard-making 
body. Its membership is restricted to those schools, 
or departments of nursing, “that have definitely com- 
mitted themselves to the idea of developing their 
work on a collegiate or professional level and as a 
part of a system of higher education.” The objects 
of the Association are “to develop nursing education 
on a professional and collegiate level; to promote 
and strengthen relationships between schools of nurs- 
ing and institutions of higher education; and to pro- 
mote study and experimentation in nursing service 
and nursing education.” 

4. A fourth powerful agency, perhaps the most 
powerful of them all, must be nameless because it is 
unorganized, it has no constitution, no rules. It is 
as intangible as the human soul. I refer to the in- 
fluence of those institutions which, through a for- 
tunate synthesis of personalities and ideals, medical 
staff, hospital administrator, nursing school, and 
nursing service, through mutual respect, incessant 


effort, exhalted idealism, and a compassionate a1 | 
scientific interest in the welfare of their patients, ter 
constantly to improve the quality of their teaching 
and so of their services. These are the institutions 
that discriminatingly extract the essence rather than 
the form of “standards” and absorb them into the 
vital processes of their work. It is the schools of 
nursing connected with such institutions, whether 
hospital or academic, that might well provide the 
nucleus of an organization of nationally—or region- 
ally—accredited schools. 


The Revised Curriculum 


Will the revised curriculum, sometimes referred 
to as the curriculum of 1937, increase the tempo of 
the educational march? Certainly it should. The 
revision of the curriculum is undoubtedly the most 
cooperative project, certainly the most cooperative 
educational project, ever undertaken by any of the 
nursing organizations. On the Central Curriculum 
Committee are represented all types of nursing ed- 
ucation and nursing service. Every state nurses’ as- 
sociation has had the privilege of nominating a mem- 
ber. It has a group of distinguished advisors drawn 
from the fields of hospital administration, medicine, 
and education. Representatives of state boards of 
nurse examiners have met with the Committee and 
have clearly and frankly expressed opinions on the 
whole question of curricula for nursing schools. 
The “production committees” of the Central Cur- 
riculum Committee, which are working on the out- 
lines of individual courses, are widely representative. 
These outlines have been placed in the hands of 
“study groups” scattered throughout the country. 
Over 2,000 nurses, many doctors, educators and rep- 
resentatives of other special groups who make some 
contribution to the education of nurses, have parti- 
cipated. The gathering together of eager, interested 
study groups is, in itself, an extremely important 
outcome of the work of curriculum revision. These 
groups are not passive. They have actively partici- 
pated in the work of revision. Their suggestions, 
comments, criticisms, proposed revisions, are now be- 
ing tabulated by the staff of the Curriculum Commit- 
tee in order that all may be in usable form for the 
Central Curriculum Committee when it meets late 
in May. The chairman of one such group has writ- 
ten, and she reflects the general opinion, that “the 
study made by our group has been thought provok- 
ing and stimulating. It has been of immense value 
also to the faculties of all the schools of nursing 
in the state by bringing various groups together to 
participate in an exchange of ideas and opinions re- 
garding nursing education. It has served to focus 
our thinking in a way that has not been done pre- 
viously.” 
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The Curriculum Committee has no secrets. From 
January to June 1935, the American Journal of 
Nursing, the official magazine of the National League 
of Nursing Education (and of the American Nurses’ 
Association) carried articles on the organization and 
philosophy and program of the Committee. It is 
still working along the lines then laid down. The 
revision is based on the concept of “education as ad- 
justment.”’ This concept embodies “the idea of re- 
leasing capacity, stimulating growth and self-expres- 
sion, participation in social life, the progressive re- 
construction of experience and remaking of life, prep- 
aration for the duties and responsibilities of life, 
enriching the life experience and promoting individ- 
ual happiness as well as social usefulness.” “The 
adjustment aim of education, therefore, implies not 
only such adaptations as help the individual to sur- 
vive but the development of will and power to cre- 
ate a better environment for human living.’ As the 
chairman of the Committee has pointed out, this 
aim is in conflict with the old idea of training, for 
that is “a matter of fixing habits and skills by a 
process of repetition so that when a given situation 
presents itself a certain definite response will auto- 
matically result. The individual may or may not 
understand why she acts as she does and she may or 
may not be acting on her own initiative.’ 

In other words, the aim of the proposed curricu- 
lum is to prepare nurses to meet with intelligence 
and sound knowledge the demands which will be 
made upon them as professional workers. 

The early schools of nursing attracted mature 
women. One of the evils of the “boom period” was 
the very general lowering of age requirements for 
admission to nursing schools. The new curriculum 
is being planned on the assumption that greater ma- 
turity is not only desirable but essential and that two 
years in addition to high school is not too much to 
ask of young women about to prepare for a pro- 
fession. 

It will be recalled that the curriculum of 1917 was 
built upon the assumption that students should have 
had at least four years of high school work, but it 
was not until 1932 that the Grading Committee could 
announce that the battle for the high school require- 
ment was practically won. 

If we are to march forward in nursing education, 
the time is quite ripe for new entrance requirements 
to schools capable of giving a sound program. This 
must not be concerned with age alone. The results 
of years of psychological research must be made ef- 
fective in the selection of students through the ap- 


Stewart, Isabel M.: “What Educational Philosophy Shall 
Ve Accept for the New Curriculum?’ American Journal of 
Nursing, March 1935, page 266. 
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plication of mental and aptitude, as well as physical, 
tests. 

Another major assumption is that students must 
have time for study. The curriculum is being planned 
on the basis of a 44-hour to a 48-hour week for pre- 
scribed class work and ward practice and it is as- 
sumed that ten hours of outside study must be added. 


Final decision as to the time required for the cur- 
riculum cannot be reached until the curriculum it- 
self is more nearly completed. Teachers of the nurs- 
ing arts who are participating in the work are deter- 
mined to safeguard what are sometimes described as 
the “practical” aspects of nursing, which might bet- 
ter be described as the heart oi the educational pro- 
gram, through which flows the life stream of applied 
physical, social and bfological science. 


Who may it be expected will use the Curriculum 
of 1937? Probably the more advanced schools will 
quite promptly adopt it in principle. Since no two 
institutions are exactly alike, provision for modifi- 
cation must be made in each instance. 


Many schools will find it a useful guide as they 
steadily remould their educational programs to meet 
changing needs. Its fundamental philosophy, its em- 
phasis on preparation of the worker for a place in 
a changing society, should have a far-reaching in- 
fluence. 

A few state boards of nurse examiners made the 
mistake of attempting to require all schools within 
their jurisdictions to adopt what is now “the old 
curriculum.” The League’s curriculum, in its suc- 
cessive issues, has always been intended for use as a 
guide; never as a rule or arbitrary standard. It 
has been, designedly, in advance of average prac- 
tice. The basic requirement in any state must be a 
minimum standard. The League’s curriculum may 
be effectively used as a guide, but not as an arbi- 
trary standard, as the states find it necessary to 
raise requirements to meet changing situations. 


We have, as yet, no national system of accredita- 
tion of schools of nursing. It seems clear, however, 
that we are on the threshold of such a development. 
The collegiate schools profit from voluntary associa- 
tion for the setting of standards within their own 
group. So might all schools of good standards profit 
by some type of organization which will bring their 
representatives together to work out standards for 
use in “mutual upgrading.” A list of schools ap- 
proved by such a body would be a boon to poten- 
tial students and to vocational advisors. It would 
be a blessing to the progressive graduate nurse who, 
as she moves from level to higher level of profes- 
sional achievement, finds need for precise evaluation 
of her professional pe in terms of academic 
credit. It would provide incentive to those slower- 





moving institutions which “march” best when the 
rhythm is provided by outside stimuli. 


Moving Forward With Nursing Education 


Are we, then, marching forward in nursing ed- 
ucation? The data seem to indicate that the mass 
of schools is moving forward, although somewhat 
slowly. A few schools have moved rapidly and won 
true professional stature. 

The National League of Nursing Education, the 
acknowledged pacemaker in the field of nursing ed- 
ucation, has drawn upon the experience and the re- 
sources of the American Nurses’ Association and the 
National Organization for Public Health Nursing in 
formulating an educational philosophy designed to 
fit the needs of the whole profession. It has sought 
the advice of physicians, educationalists, and hospital 
administrators, in the formulation of the new cur- 
riculum. With the aid of advisors from the field of 
hospital administration, a sub-committee on the in- 
stallation and operation of the curriculum is endeav- 
oring to solve, in advance of the event, some of the 


problems which are causing anxiety in both groups. 

It will shortly make available a masterly set of 
“Guiding Principles for a Good School of Nurs- 
ing.” It will also provide a Library Manual and 
Classification List for use in overcoming what the 
Grading Committee pointed out as one of the most 
serious weaknesses in our educational system. 
Through appropriate committees, it has worked with 
the American Hospital Association and the Amer- 
ican Psychiatric Association to produce and publish 
reports which are effective instruments in promoting 
educational progress. 

We proudly assert that nursing education is march- 
ing forward through the leadership of the National 
League of Nursing Education—which functions also 
as the Department of Education of the American 
Nurses’ Association—and in cooperation with the 
allied fields of medicine, education and hospital ad- 
ministration. “It is,’ says Professor Thomas A. 
Briggs, speaking of education in general, “what pu- 
pils are inspired to seek after compulsion ceases 
that counts.” And so will it be in nursing. 


HOW HOSPITAL BEDS MAY BE ENDOWED AND THEIR USE AFTER ENDOWMENT 


1. The use of endowed beds (sometimes called 
free beds) is restricted to indigent patients who are 
not properly a charge upon the City, Town, or State 
and yet are financially unable to pay a doctor, or the 
minimum ward rate for hospital care without real 
hardship. 

Exceptions to this rule can be made only in the 
case of the very few old bequests whose terms spe- 
cifically require it. 

2. Under all present bequests, endowed beds 
exist only in the general wards, and under no con- 
ditions in semi-private wards or private rooms. 

3. Endowed bed patients must be cared for by 
the appropriate General Service, responsibility lying 
always with the head of that service who may, 
however, turn over operations or treatment to 
assistants or interns, and who may ask other mem- 
bers of the staff for assistance. Endowed bed 
patients can under no conditions select a doctor but 
must accept the care afforded under the direction of 
the head of the appropriate General Service, and 
under no conditions are allowed to pay a fee to a 
doctor for services while in the hospital. This rule 
applies to all past bequests, and no exceptions should 
be made in future ones accepted, except pursuant to 
Rule IV. 


4. Future bequests or gifts of not less than 
$25,000, however, are invited, specifying endowed 
beds in semi-private wards or private rooms for such 
periods as the income from such bequests will pay 
the regular rate charged for such accommodations. 


5. Nominations to endowed beds by those to 
whom legal authority to nominate has been given 
shall be decided as to their conforming to Rule I. by 
the superintendent of the hospital, after consulta- 
tion, when desired, with the nominator, the patient’s 
physician, and either the patient or someone who can 
speak for him. The superintendent shall always 
comply with the wishes of the legal nominator so far 
as the rules of the hospital, the terms of the bequest, 
and his judgment as to the propriety will allow, but 
shall have the final decision as to acceptance or 
refusal. The same compliance will be given to 
nominator accredited by custom but without legal 
authority so far as they use the privilege with 
propriety. 

6. The free use of an endowed bed in any year 
shall not exceed the period for which the income 
from the bequest repays the hospital for the cost of 
service. The unused period of any year shall not 
carry over into a future year. 
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The Future Trend in Mechanical Equipment 





: MECHANICAL equipment of a hospital 
is similar to surgery; correct design on the one hand 
or correct diagnosis on the other is apt to result in a 
satisfactory operation and vice-versa. 

The proper design of mechanical equipment and 
the knowledge which lies behind impartial judg- 
ment in its purchase is as profound as that of the 
surgeon or physician, and busy hospital executives 
cannot be expected to have that background. 

Unfortunately, hospital administrators are sub- 
jected to a bombardment of so-called engineering ad- 
vice emanating from salesmen interested in their own 
apparatus and frequently knowing nothing of any- 
thing else and unable to give impartial advice. 

You know full well that the mechanical equip- 
ment of your hospital may be troublesome and ex- 
pensive, and if a few words from me will enable 
someone to avoid trouble and expense in the future 
I will feel this discussion worthwhile. 

Hospitals and their equipment will always follow 
general trends in building construction but they will 
cease resembling office buildings and will be de- 
signed for their special use. Hospitals will bear 
about the same relation to office buildings as battle- 
ships do to passenger ships—in many fundamentals 
they are the same, but in equipment they vary. The 
future hospital must be designed by an architect with 
a hospital viewpoint, who will design a building for 
its interior purposes, who will achieve satisfactory 
symmetry and line without waste of money or sacri- 
ficing utility for so-called architectural decoration. 

It has been said that the hospital of tomorrow will 
be from 25 per cent to 40 per cent less costly than 
that of 1930 given equal labor and material levels 
and that the fixed charges for operation and main- 
tenance, interest, and depreciation will be reduced in 
the same or greater ratio. 

The financial problem is intimately connected with 
the design of the mechanical equipment. Your op- 
erating, maintenance, and depreciation charges are ir- 
tevocably fixed at a high level unless the design has 
been executed with the determination to reduce these 
costs. It is appalling to think of the amount of 





*Mechanical Engineer, Carneal, Johnston & Wright, Archi- 
tects and Consulting Engineers, Richmond, Virginia. 

Presented at Tri-State Hospital Conference, Old Point 
Comfort, Virginia. 
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money that has been spent and will continue to be 
spent feeding human effort and fuel, to unscien- 
tifically designed mechanical equipment. 

The future trend will be to eliminate these wastes. 


Heat Waste 

We have in the past constructed buildings which 
let the heat out in winter and in during the summer. 
We have shoveled millions of tons of coal into our 
boilers simply to heat the outdoors. Just because we 
cannot see heat escaping we have let this condition 
continue. Just as long as we have kept the rain out 
we have thought the walls were satisfactory, and 
then piled in enough heat to offset the leakage. 

In the future we will insulate our buildings, keep- 
ing them warm in winter and cool in summer at a 
saving in operating costs. , 

We will cease to let our expensively warmed air 
leak out through windows by making the window 
frames of metal tightly fitted, without weather strips, 
and glazed with a type of glass which will not con- 
duct heat as readily as it does light. 

Having thus erected a structure, insulated and pro- 
tected from the outside, we will require very much 
smaller heating equipment. 


Heating Equipment 

We will doubtless use forced hot water, which 
with a little pressure can be raised to ordinary steam 
temperature and can be lowered as desired in mild 
weather. We will install radiators which will give 
radiant heat, much smaller than those in use today. 
Time does not permit a complete discussion of this 
subject but merely the suggestion. 

We will eliminate the costly steam systems with 
their innumerable traps, valves, drips, and what is 
worse, their high temperatures. We will stop hav- 
ing the heating medium just as hot in mild weather 
as in cold. It makes you sad when you think of the 
nuisances of high pressure boilers with their mains, 
traps, pumps, and pay-rolls all because the design 
called for a high pressure sterilizer and cooker. 

The public utilities companies will soon furnish 
off-peak low rates which will enable you to heat 
at low cost, a large tankful of water which you will 
circulate through your heating system—no boiler, no 
smoke, no ash, no labor. 





















Cooking 

The future trend will be to eliminate fuel burn- 
ing except when actually requiring the heat. Steam 
tables will be forgotten. Cooking will be done en- 
tirely by gas, electricity, or perhaps with a recent type 
of anthracite burning stove, the Swedish invention 
now known as the AGA stove, one of which I know 
is giving a very satisfactory service at an astonish- 
ingly small cost. The cooking department should be 
entirely separated from the boiler room. 


Sterilizing 


High pressure steam at the sterilizer itself can 
unquestionably be shown economical and if you had 
nothing to do but to sterilize and your whole mechan- 
ical plant was constructed for that purpose and you 
were going to sterilize 24 hours a day, then steam is 
cheapest, but such is not the case. If you take all 
factors of installation, maintenance, and operation in 
connection with keeping a steam plant ready at all 
times for a few hours’ sterilizing, it can be shown 
that the steam apparatus is too complicated and 
costly and you would be much better off with gas 
or electricity. 

If you will take time to read the bibliography ap- 
pended to this article, you will find this to be true. 


Piping 
All piping throughout will be non-corrosive with 
welded or sweated joints. Hot and cold water pipes 
will be insulated and will be run in chases either 
vertical or horizontal accessible for repairs and 
replacement. 


Plumbing 


I believe it is safe to say that we will eliminate a 
lot of the costly special hospital plumbing, and use 
instead standard equipment. We will reduce to a 
minimum the toilets and bath rooms for patients who 
do not use them. 


Electrical Work 


We may not expect any radical changes in the 
methods of electrical wiring in the near future ex- 
cept the possibility of using the conduit system itself 
as a ground wire and thereby running only one wire 
to an outlet, but this must await developments, and 


thereafter the slow changes in underwriters’ require- 


ments. Such changes will be adopted by the trade 
for hospitals: along with other buildings. 

There is one thing electrical, however, that hos- 
pitals should do right now to provide for the future, 
namely, all electrical installations should be made 
with double the capacity of all loads now required by 
the design. I have in mind one large and important 
structure kept constantly up to date which has been 
re-wired twice in sixteen years and we have now 


under construction one in which we are placing 
empty conduit through the building so the added 
capacity can be easily drawn in when needed. 

Light and heat are in nature interchangeable and 
the medical profession will more and more call on 
nature for assistance, for more light and heat, there- 
by placing far heavier demands on their source, 
electricity. In fact, double capacity may not be 
enough. Who knows? 


Economy 


I hope I have hinted enough to cause you to see 
that the fundamental design of this equipment means 
saving in labor costs, porters, janitors, firemen, sav- 
ing in cleanliness, and I hope a saving in nervous 
energy on the part of the hospital executive, and I 
believe at little or no additional cost for the original 
installation. 

So frequently the cost of a structure is spoken of 
as, the building cost $80,000.00, and the equipment 
cost $20,000.00. Why separate them? Why not 
say the building cost $100,000.00? If the addition 
of $5,000.00 more would enable you to eliminate one 
janitor alone, it would be a good investment, not to 
mention the overhead of keeping his pay-roll and 
your temper. 


Sound Proofing 


While insulating against heat loss, we will also 
insulate against noise by placing sound proof mate- 
rial between rooms. In fireproof hospitals we will 
eliminate the old cinder fill and wood floor and will 
apply a finished flooring material directly to sound 
insulated floors. Fortunately, materials are available 
which insulate both heat and sound. 


Ventilation 

We cannot hermetically seal up our patients, al- 
though we have been attempting to do it in the past. 
It is said that the food eaten daily by the average indi- 
vidual is 314 pounds and the weight of air breathed 
35 pounds, that 40 per cent of our energy is derived 
from our food and 60 per cent from the air we 
breathe. These facts present vividly why civilization 
has followed those surfaces of the earth where the 
condition of the air in which they lived was pleasant. 

Having insulated our building against heat, cold, 
and noise, having reduced heating operating costs, 
we will keep the air we breathe sweet and pure, cor- 
rectly warmed and of the proper humidity in the 
winter. 

In the spring and summer we will take it through 
the open window if we cannot afford a cooling plant. 

If we can afford cooling, our ventilating system 
will be laid out to both heat in winter and cool in 
summer. In any event, the future trend is toward 
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providing a constant supply of filtered, properly hu- 
midified air to all patients. 

The term “air conditioning” has been used very 
loosely. All ventilating plants are in a sense air 
conditioning plants but I would like to differentiate 
and call a ventilating plant one which filters the air, 
controls the humidity and the temperature in the 
winter, and to use the words “air conditioning” when 
it also controls the temperature in the summer. 

I will thus speak of air conditioning as a part of 
the general subject of ventilating. 

This alone could take the whole space allotted. 
Human nature itself first recognized the necessity 
of air conditioning. Adam and Eve wore fig leaves 
comfortably because they lived in air of the right 
“condition” and their children increased and spread 
over the world within the areas providing comfort- 
able temperature and humidity and not otherwise. 

Later when fire was discovered and the human 
being was able to condition his air, he slowly pene- 
trated cooler areas. Maps of the progress of civil- 
ization, when laid down on maps showing comfort 
zones of temperature and humidity over the whole 
world are found to closely coincide. 

Physicians for years have sent patients to the 
mountains, to the seashore and to the desert, in each 
case to a suitable condition of air. Industry has 
brought air conditioning to its present status and 
made it thoroughly practical, if not a necessity in 
retail stores, theatres, railroad cars, etc., but its devel- 
opment for hospitals has just begun. 

Briefly, complete conditioning consists of the fol- 
lowing equipment: 

Fans to move the air 

Inlets for a certain amount of fresh air 

Mixing dampers to control the proportion of fresh 
air 

Heating equipment to raise its temperature 

Cooling equipment to lower its temperature 

Moisture removing apparatus—This is sometimes 
accomplished by passing warm moist air over 
cold surfaces, thereby depositing the moisture 
on those surfaces, as on the outside of the ice 
water pitcher, or passing the air through a spray 
of similar cold water. 

Apparatus to add moisture to the air—This is 
accomplished by passing the air through a spray 
of warm water, or over a-pan of hot water, or 
by injecting steam directly into the air. 

A source of cold—It may be a refrigerating plant, 
or if you are lucky enough to have a cold well 
with sufficient capacity you may not require a 
refrigerating plant. 

A heating plant—to provide the source of heat. 

You see at once, this is an investment far in excess 
of an ordinary heating plant and that the operating 
costs are going to run summer and winter. 





There are two essentially different methods of 
handling ventilating or air conditioning. 


Central Plant 


A large central plant may deliver air through 
ducts which distribute, generally over the top of the 
hallways with grilles leading into each room. 

This air, warmed in winter, or cooled in summer is 
thus blown into each room. It must get out again 
as it is valuable air. You have spent money heating 
or cooling it and you cannot economically throw it 
away, so it is through a system of return ducts 
carried back to the main plant. 

If it is too moist it must be dehumidified, or dried, 
and if it is too dry it must have moisture added. It 
is cooled in summer and warmed in winter. It is 
filtered and thus rejuvenated, and with a little fresh 
air added is sent again to the living spaces. 

This is a re-circulating system. I doubt seriously 
the advisability of such a system now or in the imme- 
diate future for the average hospital. The cost will 
be too great and I don’t think the apparatus avail- 
able today has been sufficiently simplified. 

Furthermore, I am afraid that the question will 
arise regarding the probability of circulating odors. 


Unit System 

The other system consists of individual unit cabi- 
nets in each room, which cabinet will include appa- 
ratus to filter, heat, cool, and to introduce moisture 
into the air. Cold water and hot water or steam 
must be piped to each of these cabinets. 

The room temperature is controlled by a thermo- 
stat in each room and the humidity by a hydrostat 
actuating water supply to an evaparator in the unit. 
Air is passed through by means of noiseless elec- 
tric fans. 

This unit system holds great future possibilities. 
Some rooms will be equipped with deodorizers, oxy- 
gen injection, cooling, warming, humidifying and 
drying apparatus, allowing prescribed treatment in 
various rooms for respiratory troubles, tuberculosis, 
asthma, hay fever, etc. 

Air conditioning will then pass directly under the 
control of the physicians. 

In this case I do not think the present day equip- 
ment has been improved to such a point that I would 
make the initial investment necessary to completely 
equip a new building. I am afraid that the obso- 
lescence would eat up the investment. 

In other words, I don’t think the time is yet ripe 
to put in a complete air conditioning plant for all 
the rooms in a hospital, but I do most heartily rec- 
ommend your ventilating plant being so designed that 
in the future cooling equipment may be added. This 
is sound engineering. 

Anyone who has suffered from heat in a hospital 
in the summer will readily agree with me that if we 
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do not have complete air conditioning, we should at 
least, have cooling and I would therefore, recommend 
the best type individual coolers for summer time 
use, which coolers, however, do nothing but cool and 
remove moisture. They in no sense purify the air. 


Operating Rooms 


Operating rooms are an entirely separate question 
and I have not mentioned them previously. From 
the best information we have, this problem must be 
approached from two angles. First the comfort of 
the surgeon and second, high enough humidity to 
prevent a static spark where explosive anesthetic 
gases are used. I have no authentic information as 
to the most desirable condition for the patient under 
an anesthetic. The temperature and humidity nec- 
essary for the surgeon are not necessarily the best 
for the patient. The humidity should be kept rather 
high and for the sake of the patient the temperature 
should be at least 80 degrees. These conditions can 
be maintained by any recent day air conditioning 
system properly worked out. 

An air conditioning plant in a hospital really should 
not include the operating room. We could not re- 
circulate the air from the operating room into the 
bed rooms, therefore, we must always expect to set 
up a little separate plant for the operating suite. 
That can be done now just as well as in the future. 

We may say then that the future trend will cer- 
tainly be toward air conditioning in hospitals as well 
as in other buildings but I warn you, not to fall for 
the bally-hoo and hooey of the sales talk of this or 
that “system” of air conditioning. If your plant is 
properly designed by a competent engineer, there are 
any number of competent contractors who can 
install it. 


Coal and Oil 


I have been especially requested to discuss the 
present day economy of the two fuels, coal and oil. 


Coal 


Coal requires storage space, which costs money, 
which in turn, means interest charges. 

You are all familiar with burning coal hand fired. 
The present trend is to the use of stokers and in the 
future it will be entirely stoker firing. Stokers make 
some dust and ashes which must, of course, be re- 
moved at some cost and the stoker will require atten- 
tion from a paid fireman. Stoker firing does not 
relieve you from the cost of the coal storage. These 
labor costs you must figure for your own project and 
I cannot set up a formula for it. 


Oil 
Oil can be stored in tanks outside the building, it 
produces no ash and requires little cost in attention. 


In small buildings (50 beds and less) one man can 
attend to an oil burner and perform other duties. 


Comparison 


Roughly speaking, the cost of stoker equipment 
and oil burning equipment are equal, so if you will 
bear with me I will show you how to figure which 
fuel cost is greater for your own building. 

All heating values of fuel are measured in British 
Thermal Units—B.T.U., one of which is the amount 
of heat necessary to raise one pound of water one 
degree Fahrenheit. For instance, the average heat- 
ing value of a pound of coal is 13,500 B.T.U. and of 
a pound of oil 19,500. Coal is sold by weight, but 
oil is not sold by weight but by the gallon. 

Here is the point you must watch. One oil may 
have less heating value than another by the pound 
but it may be so heavy that it would have more 
pounds in a gallon, and therefore, more heating 
value per gallon. 

First, require the dealer to give a written guaran- 
tee of the heating value of each fuel, subject to 
check by your own chemist. Also a guaranteed 
statement of weight per gallon of oil. Call the heat- 
ing value of the coal per pound Ch. 

Call the heating value of the oil per pound Oh. 

Call the weight of one gallon of oil Ow. 

Call the weight of one ton of coal 2,000 pounds. 


You must take my word for it that it is safe to 
assume that coal will deliver only about 60 per 
cent of its heat, the balance going up the chimney 
and otherwise lost, so the coal will burn with 60 per 
cent efficiency. Oil on the same basis will run about 
70 per cent efficient. 

Therefore the average heat in one ton of coal is 
Ch x 2,000 x .6, and the average heat in a gallon of 
oil is Owx Ohx.7. The first divided by the second 
will give you the number of gallons of oil equivalent 
to one ton of coal. Knowing the price of coal and 
oil, you can see the relative cost. For example, a 
dealer quotes you $6.00 per ton for coal at 13,500 
B.T.U. per Ib. and oil at 19,500 B.T.U. per Ib., 7.75 
Ibs. per gallon at 5c per gallon. 


Then Ch equals 13,500 
Oh equals 19,500 
Ow equals 7.75 
and 

Ch x 2,000 x .6 13,500 x 2,000 x .6 

equals equals 153 


19,500 x 7.75: x .7 





Ow x Ohx 7 
gallons of oil equivalent to one ton of coal. 
153 gallons at 5c per gallon—$7.65 
One ton of coal at $6.00 
and there are your relative fuel costs. 


Always make these calculations on the cost to you 
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per gallon and per ton in your own tank or bin, 
then figure the relative labor costs. 

I think repairs, upkeep, depreciation, and obso- 
lescence on stokers should be figured at about 12 per 
cent and oil burning equipment at about 10 per cent. 

The tendency now seems toward coal burning with 
stokers for larger buildings and to oil for smaller 


ones. 

I have attached a little biblography which may help 
if you are inclined to study the subject, but I warn 
you that if you study it too deeply you must give 
up your present job. You cannot be a hospital exec- 
utive and a consulting engineer. 
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The Fall Institute for Hospital Administrators 


The interest of hospital people in the coming In- 
stitute is much greater than for a corresponding pe- 
riod in any of the three previous years. Registrations 
are being accepted, and the number of registrations 
already received indicate that there will be full at- 
tendance at the September Institute. 

The University of Chicago has, as in former years, 
offered the facilities of the lecture rooms, dormito- 
ries, cafeterias, etc., on its campus. 

The Institute will start on September 9 and ter- 
minate on September 23, leaving a four-day interval 
between the close of the Institute and the opening 
of the thirty-seventh annual convention of the Amer- 
ican Hospital Association on September 28 in Cleve- 
land. 

The Committee on Arrangements has engaged the 
following special lecturers and instructors: 


PROFESSIONAL ORGANIZATION 
C. W. Munger, M.D., superintendent 
Grasslands Hospital, Valhalla, N. Y. 
SMALL HOSPITALS 
W. S. Rankin, M.D., director 
Duke Endowment, Charlotte, N. C. 
GENERAL ORGANIZATION 
E. Muriel Anscombe, superintendent 
Jewish Hospital, St. Louis, Mo. - 
COMMUNITY RELATIONS 
Bryce L. Twitty, superintendent 
Baylor University Hospital, Dallas, Tex. 
Mr. and Mrs A. G. Hahn, 
Evansville, Ind. 
INTERNAL MANAGEMENT 
E. Muriel McKee, superintendent 
Brantford General Hospital, Brantford, Ont. 


HOSPITAL CLINICS 
Elizabeth McConnell, Director of Clinics 
Michael Reese Hospital, Chicago, Ill. 


NURSING AND NURSING PROBLEMS 
Nellie G. Brown, superintendent 
Ball Memorial Hospital, Muncie, Ind. 


HOSPITAL COUNCILS 
Mrs. A. C. Bachmeyer, 
Chicago. 


HOSPITALS AND PUBLIC WELFARE 
Fred Hoehler, director 
American Public Welfare Association. 


The special lecture periods will be held in the 
mornings. The afternoons will be given over to 
demonstrations in the various hospitals of the Met- 
ropolitan area of Chicago, and the evenings will be 
given over to the round table discussions of the sub- 
jects brought up in the special lectures of the same 
mornings, together with other subjects that may be 
introduced. The round tables will be under the lead- 
ership of Dr. Malcolm T. MacEachern, Associate 
Director of the American College of Surgeons. 

Miss Ada Belle McCleery has asked the students 
to be her guests at the Evanston Hospital for an en- 
tire day during the Institute. The Evanston Hos- 
pital will put on special demonstrations and have a 
special program that day. 

Application blanks for the purpose of registration 
may be secured by writing to Dr. Bert W. Caldwell, 
executive secretary of the American Hospital Asso- 
ciation, 18 E. Division St., Chicago. 


















The Hospital's Obligation to the House Staff 


CARLYLE S. LENTZ, M.D. 
University Hospital, Charlottesville, Virginia 


=. PROFFER Of a year’s internship by any 
hospital to a medical graduate implies a contract 
ostensibly for mutual benefit of the interested par- 
ties. Years ago, in the days of fewer hospitals and 
many more medical schools, internships were more 
lightly considered for many reasons. First from the 
standpoint of the medical graduate, was he not a 
full fledged doctor, licensed to practice medicine and 
surgery in his state? Then from the hospital stand- 
point, did they not already have a staff whose time 
was limited and. could therefore ill afford more 
teaching to these youngsters ; besides who wanted an 
intern questioning and examining their private 
patients? 


Early Hospital Internships 

Briefly therefore internships were unpopular in 
many sections from the standpoints of both hospital 
and young medical men. As a matter of fact hos- 
pitals in this transitional period were none too popu- 
lar with the laity. In their opinion such institutions 
were havens of last resort, places for the poor and 
friendless ; admission being tantamount to lost hope. 
Prior to the investigation of Medical Schools and 
the Carnegie Foundation report of 1911, it was not 
uncommon for many medical schools to turn out 
graduates supposedly ready for practice with nothing 
but didactic and chart teaching. Patients were few 
and for the most part unsuited to teaching as we 
know it today; clinical laboratories and all they im- 
ply were few or entirely lacking; autopsy material 
was limited in many instances to coroners cases 
mostly of unknowns and vagrants, no attention 
whatever being paid to clinical histories, microscopic 
findings and research. An ex post facto cause of 
death was sought primarily to satisfy the legal 
record. 

Suddenly the medical schools of the United States 
were cut in half. Hospitals were increasing in num- 
bers, capacities, types, and general usefulness. Doc- 
tors and laity realized that the days of feeling the 
pulse and gazing at the tongue followed by the writ- 
ing of a shotgun prescription were rapidly passing. 


The Development of Intern Teaching 
Medical School curricula were being extended and 
rearranged. Microscopes came from hiding. Clin- 
ical application of class room principles was required 
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including participation in history taking, physical 
examinations, clinical tests, operations, deliveries, 
follow-up, autopsies. Universities and faculties 
looked at their medical schools with critical eyes 
and what they saw was not particularly pleasing. 
Proprietary schools were doomed and the protecting 
wings of great universities were much sought. 
Standardization of medical education had arrived. 
Fundamental and basic science educational require- 
ments were raised. The death knells of the night 
school and the diploma mill were tolled. The coop- 
eration of the State Medical Examining Boards was 
sought tending especially toward the weeding out of 
class B and C schools; and the task of formulating 
adequate legislation prohibiting the exploitation of 
the educationally unprepared candidate for the med- 
ical school begun. The legal “toe-holds” once 
applied have become much more difficult to loosen 
and constant efforts to draw up slack and rough 
edges have unceasingly continued. Medical teaching 
more and more tended towards the goal of causing 
the student to realize that after all he could not be 
made a specialist and that his student days were pre- 
paratory and fundamental only; his. mind being 
trained in receptiveness and power of organized 
thought. His future course was to lie in the applica- 
tion of the rudiments and mainly in seeing as many 
and as varied patients as possible and to observe the 
clinical reactions of his seniors to them. Only in 
this way could he avoid repetitions of errors previ- 
ously made and avoid some of the pitfalls of falla- 
cious reasoning. 


The Hospital Standardization Movement 


Only a few years after the Carnegie inspections 
and report it became increasingly evident that hos- 
pitals, which had grown in size and numbers almost 
miraculously, needed a check-rein of some type. 
Treatment accorded patients in most of these insti- 
tutions was not what it should have been and many 
were disordered machines which needed much more 
in the way of professional and expert advice than 
they were prepared to furnish their clientele. We 
are familiar with the standardization program of the 
American College of Surgeons initiated about twenty 
years ago. They approached the subject from the 
standpoint of the public; met much in the way of 
individual and concerted criticism from hospital 
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boards and staffs but their program, carefully, sys- 
tematically and broadly conceived has truly been 
momentously triumphant.. While their aims are 
increasingly higher and their scope ever wider, I 
know of no hospital executive or staff member who 
would exchange today’s hospital for “one of the good 
old days.” 

The American Medical Association has proceeded 
with hospital standards from the point of view of the 
ability of the institution to educate interns and resi- 
dents, on the basis that since medical students are 
required to attend medical colleges of a certain 
standard, their internships should logically be carried 
on in hospitals where the quality of the education 
may be maintained. Their minimum requirements 
for hospitals in meriting approval have to do with 
the size of the hospital, percentage occupancy, type 
of records, laboratory and consultation service, char- 
acter of staff, adequacy of library facilities and the 
fulfilling of certain percentage requirements regard- 
ing autopsies. Both the American College of Sur- 
geons and the American Medical Association are 
continuing their hospital inspections from these 
viewpoints. Of necessity their standards will become 
tighter, their ideas being that whatever improves the 
service for the general public will undoubtedly fur- 
ther medical education and vice-versa. 

Much in the way of criticism has been aimed at 
these two self-constituted and self-appointed bodies 
because forsooth they have overstepped their rights, 
but they have not been deterred in their purposes 
for there is nought in their end by the public weal. 
We must accept the fact that they now demand from 
hospitals that they not only recognize the need for 
but that they furnish modern medical service for the 
public and fulfill their obligations to the house staff. 


The Fifth Year in Medical Education 


More and more are educators realizing that a med- 
ical graduate is not a finished product. In a very 
short space of years the curriculum has advanced 
from a few months with perhaps an apprenticeship, 
to a minimum of two years of college and four years 
of medicine; and even the internship, the fifth year 
in medicine, is required by some schools before the 
degree is granted. . Likewise with many State 
Boards which require a year’s internship in an ap- 
proved hospital before they may be licensed. None 
of us can see so far ahead as to predict that higher 
standards will not be reached. For anyone inti- 
mately connected with hospitals to feel that a physi- 
cian can know or learn too much is absurd. 


As to fixed standards for internships we have 
straight services, rotating services and many combi- 
nations; and in a general way I believe we shall 
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always have these general types. It has been a point 
for debate in certain hospitals as to the relative value 
and merits, some authorities feeling that the gradu- 
ate should get more general and varied work while 
others hold that the life work should have been 
chosen and the intern begin immediately on intensive 
specialization. Both may be right in the given case. 


The Intern Year Is an Educational Year 


Similarly the length of internship has been a moot 
point—a year, eighteen months or two years. What- 
ever period of time is decided upon by the given 
hospital does not in itself mean so much—the real 
meat in the nut being that the intern year should 
be regarded as an educational year as well as a 
year of service. And at this point lies the im- 
plied contractual relation which I mentioned in my 
opening sentence. Without full acceptance on the 
part of both, trouble cannot be prevented. To en- 
large just a trifle. Given an approved hospital and 
a graduate of a recognized school; will the intern 
know what is expected of him and will the hospital 
protect him from exploitation, both accepting their 
responsibilities ? 

It is indeed unfortunate for the average aspirant 
for the medical degree that educational costs are so 
high and that early financial returns are so low. This 
being so generally true it has become almost axio- 
matic that the more a hospital pays in money for 
intern services the less in professional education does 
the intern receive. There are of course glaring and 
minor exceptions. In general it holds, however, 
throughout the years of residency perhaps more 
especially since the beginning of the depression. 

Time was when the average graduate could not 
always conveniently know about the hospital with 
which he had signed up. Not infrequently he learned 
by bitter experience—a contract was broken. Again 
with few exceptions, if several contracts were broken 
by interns, the fault could be definitely placed upon 
the hospital through its staff policies or their lack 
of policies. Today all hospitals are carefully in- 
spected and catalogued as “registered,” “approved 
for internship,” “approved for residencies in certain 
or all specialties, etc., etc.,” so that in general an 
applicant for internship goes to his duties with his 
eyes fully open and knowing that following success- 
ful completion of his year he is without question 
eligible for his degree or credentials for State Board 
licensure. This catalogued information was not al- 
ways so accessible in the past. 


The Staff Member and the Intern 


Individual staff members have their own ideas as 
to the way of treating interns and it does not take 
long for the intern to learn these foibles. Naturally 





more will be done for the staff member whom the 
intern respects and who in turn teaches him rather 
than belittles him. Similarly more will be done for 
his patients than for one who does not trust him 
with his private patient and so on down the line more 
for the ethical learned physician than for the bigoted, 
narrow, or questionable character, who through re- 
lationship, politics or by other means not so univer- 
sally accepted, has found himself a senior hospital 
staff member. 

In our general geographic location as a tri-state 
organization, we may count ourselves fortunate in 
not having to constantly face the difficult inter-rela- 
tionship problems of staff and interns which other 
sections have had; consequently, I have no intention 
of cataloging the number of points of which issues 
can be made. It has certainly been my experience 
that the more done for any group of interns in the 
way of instruction of a personal nature, repays itself 
well in return services. Where a staff member can- 
not trust an intern with his private service, it is a 
certainty that the ward service will suffer in many 
ways. In many places and by some people it seems 
the usual thing to do is to constantly remind the in- 
tern that he is on the lowest rung of the entire pro- 
fessional ladder; that his only mission is to do the 
“scut-work” and to like it. Such a superior attitude 
never really helped anyone, even though they have 
themselves reached the pinnacle by having overcome 
the same difficulties. 


In conclusion then, we must assume that an intern- 
ship is essentially an integral part of medical train- 
ing. I do not have exact figures here, but by far the 
majority of all now graduating from medical schools 
in the United States serve one year and many for 
longer periods. By and large most of them do this 
at great financial sacrifice and practically all of them 
in this period see former college mates well advanced 
in this world’s journey both as regards families and 
material welfare, before they themselves have been 
permitted to test their wings. Few interns worthy of 
the name seek pity or pampering for these reasons. 
Few also seek personal aggrandizement other than 
the opportunity to learn. They want to keep inter- 
ested and busy and it is the duty of all of us to 
see that their interests do not flag when we can 
prevent it. 

A hospital which is performing its several duties 
needs the services of an intern or senior house-staff 
or both. These in turn need the instruction and 
protection the institution can offer and with the con- 
tracting parties fully realizing that they are truly 
supplementary, it will be unnecessary to consider 
what one owes the other. To be specific, however, 
every hospital owes its house staff the most it can 
give in the way of adequacy of numbers and types 
of patients together with the sympathetic instruction 
of all its staff; coupled with a decent living. 


Did You Know That— 


Meantime the number of beds in general hospitals 
increased from 393,425 to 406,174, and their average 
census from 237,395 to 261,294. 


>< 


A bill relating to the conduct and licensing of 
clinical laboratory technologists and clinical labora- 
tory technicians (Senate Bill 392) passed by the 
California Legislature, 1935, was declared uncon- 
stitutional in a ruling handed down by Lionel Brown, 
deputy attorney general, to the State Department of 
Public Health? This measure was opposed by the 
California hospitals in its original form and was 
amended to eliminate the jurisdiction of hospital 
clinical laboratories now in operation. 


es 


From 1934 to 1935 the number of maternity hos- 
pitals in the United States declined from 130 to 121; 
industrial from 113 to 52; EEN&T from 55 to 44; 

children’s from 58 to 51? 

"In the same period the average census in special 
hospitals declined; maternity from 4,647 to 3,582; 
industrial from 2,423 to 1,576; EEN&T from 1,265 
to 1,089; children’s from 3,629 to 3,115? 


The use of dextrose in saline represents 59 per 
cent of all intravenous solution used, as compared 
to 16 per cent for dextrose in water? In the south- 
east physiologic salt solution represents 42 per cent 
of all solution used, while in other parts of the coun- 
try it represents but 11 per cent to 18 per cent. 

a 


“A company formed in Brazil will extract shark 
liver oil, said to be richer in Vitamins A and D than 
good cod liver oil?” 

sisseailibaeiais 

Under average conditions and prices for fuel and 
water, it costs thirty times as much to heat water to 
customary hot water temperature as the water itself 
costs? 
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The Hospital and the Community 


A. C. BACHMEYER, M.D. 


Director of University Clinics, Associate Dean, Biological Division, University of Chicago 


O.. OF THE MOST INTERESTING CHAPTERS 
of history is that one which deals with the develop- 
ment of the “Healing Art” and its ancillary agencies, 
chief among which is the hospital. For those of us 
who are members of the medical profession, or who 
are closely allied to it through the field in which we 
labor, it contains many incidents and narratives that 
are enlightening, amusing, and of absorbing interest. 
As the emergence of medicine ‘is traced from the 
haze of magic, mysticism, and superstition through 
the age of empiricism to the dawn of modern science, 
the story unfolds with increasing fascination. Dur- 
ing the last century the pace of developments accele- 
rates at an astounding rate as the curtain of the vast 
unknown is penetrated by one advance or discovery 
after another. 


The Hospital as a Health Agency 


The historical development of hospitals closely 
parallels that of medicine. The progress, though 
comparatively slow, is continuous until the great 
Pasteur and his successors gave us definite knowl- 
edge of the cause of the methods of transmission and 
of the means of preventing disease. With that 
knowledge and the new interpretation of “cleanli- 
ness,” through the practice of antiseptic and aseptic 
techniques, the hazards incident to the assembling of 
the sick in institutions were removed and the fear of 
the hospital was gradually banished from the public 
mind. The hospital became an indispensable health 
agency and now occupies a position of prominence 
in modern society. 

If proof be needed to sustain this statement we 
need only refer to the great expansion in the num- 
ber of hospitals, the increase in hospital facilities and 
of the use made of them by the public in the last 
sixty years. In 1875, there were less than six hun- 
dred hospitals in all of the United States. In 1935, 
the report of the Council on Medical Education and 
Hospitals of the American Medical Association re- 
veals that there were six thousand two hundred 
forty-six. This is almost one hundred less than were 
reported in the previous year. But, though the years 
of economic stress have taken their toll of hospitals, 
the number of hospital beds has continued to in- 
crease, largely because of the extension of govern- 
mental facilities. In the last quarter century, a pe- 
riod which our memories can clearly visualize, the 
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number of hospital beds has more than doubled. The 
increase, though less rapid in recent years, has been 
at the rate of over twenty-five thousand beds each 
year. More than seven one-half million patients 
were admitted to hospitals in 1935 (an increase of 
over one-half million over the previous year), and 
there were more than eight hundred seventy-five 
thousand patients in the hospitals each day in the 
year. 


The Hospital in Our Social Structure 


Further evidence that the hospital occupies an im- 
portant position in the social structure of our era 
can be cited by reference to the growth of dispensary 
service. The first dispensary in the United States 
was established in Philadelphia in April, 1786—one 
hundred fifty years ago. A few others were begun 
shortly thereafter, but since 1900 the expansion in 
number and scope has been most rapid. Much of 
this increase must be credited to the workers in the 
great campaign against tuberculosis. The term “dis- 
pensary” originally was used to designate an organ- 
ized medical service to ambulatory patients rendered 
through an agency that was not associated with hos- 
pitals. However, as the advantages of hospital affil- 
iation became apparent, the service was incorporated 
with that of the hospital. At the present time more 
than one-third of all registered hospitals operate dis- 
pensaries or as they are now designated “out-patient 
departments.” Almost ten million individuals made 
more than thirty-five million visits to these dispensa- 
ries and received medical attention last year. Serv- 
ing so large a number of ambulatory patients who 
constantly mingle with the public, this hospital serv- 
ice tends to bring the institution into close relation- 
ship with many other phases of the life of the com- 
munity. These references to the growth of hospital 
facilities and to the extent to which they are used 
by the public are indicative of the attitude of society 
toward the hospital. Many other evidences of the 
public interest could be cited, but space will permit 
of but one more. 


Hospitals as an Expression of Philanthropy 


The capital funds invested in American hospitals 
exceeds three billion dollars, of which approximately 
one-half has come from governmental funds and 
one-half from private sources. Less than ten per 





cent of the total investment has been made with any 
hope of return to the investor, or in other words 
“on a business basis.” This huge sum has come pri- 
marily from generous citizens or from tax funds au- 
thorized, for the most part, by the voters at elections 
in which the issue carried by large majorities. Sel- 
dom has the taxpayer refused to approve proposals 
for the expenditure of tax funds for hospital proj- 
ects when the need was clearly established. Seldom 
have campaigns to raise funds through voluntary 
subscriptions failed of their goal. 

Similarly, in the case of operating expenses, large 
amounts are subscribed annually for the support of 
voluntary institutions and enormous sums of tax 
money are expended for the operation of govern- 
mental hospitals. Few of the voluntary hospitals 
have sufficient endowment to cover operating deficits 
resulting from the service provided for patients who 
cannot pay the cost of their care. Few hospitals that 
render a comprehensive service to the community 
earn sufficient revenue to cover their operating ex- 
penses. Practically none of them ‘include the cost 
of depreciation of buildings or permanent improve- 
ments in their operating costs. 

The very large sums annually contributed by in- 
dividual donors, through community funds and 
through gifts and bequests reflect in no uncertain 
terms the attitude of the public toward hospitals and 


the regard in which they are held. 


The Development of a Modern Hospital 


The advances made in the science of medicine 
have been responsible in largest measure for the 
change in the attitude of the public toward our in- 
stitutions. These same advances have added to the 
complexities of hospital organization. They have 
made necessary the use of elaborate and expensive 
equipment and apparatus, have produced a demand 
for many auxiliary services and have created the 
need for the employment of numerous highly skilled 
technicians and assistants in order that the physician 
might record his observations with greater precision, 
better analyze the body’s metabolism and physiologi- 
cal processes, more definitely arrive at a diagnosis 
and prescribe a proper therapy. These scientific ad- 
vances have also produced the great specialization in 
medicine of which we occasionally hear complaints. 
They have operated to make the hospital an essen- 
tial factor in the organization of the community. 

Concomitant with this development in medicine 
there have come other changes incident to the ma- 
chine age, and the growth of industry. Numerous 
inventions and developments in every field of human 
endeavor, during the past half century, have mate- 
rially added to the complexities of the life of the in- 


dividual. Services and appurtenances formerly en- 
tirely lacking or regarded as luxuries are today con- 
sidered to be necessities. The fact that these facili- 
ties, many of which have added to the convenience, 
comfort, and fullness of life, and the opportunities 
for earning a livelihood, afforded by the expansion 
of industry, were more readily available in the cities 
led to their rapid growth at the expense of rural 
areas. The individual dwelling, with its many rooms 
gave way in the cities to the apartment building, the 
residential hotel and the tenement. Apart from the 
fact that competent medical care can no longer be 
given to the seriously sick patient in the home, it is 
impossible for the family in a small apartment to 
keep a sick member who is in need of bed care at 
home without entirely disrupting the life of the en- 
tire group. : 

All of these factors and numerous others are re- 
sponsible for the development of the modern hos- 
pital. 

The extensive developments in the fundamental 
medical sciences, the new knowledge gained and the 
rapid introduction of laboratory tests, of instruments 
of precision and new methods of therapy produced 
many changes in the practice of medicine. The phy- 
sician was engrossed with the interpretation and ap- 
plication of these new modes which offered so much 
assistance in his campaign against disease and injury. 
His attention was centered upon the organic pathol- 
ogy present and the scientific means of correcting it, 
of reestablishing normal function. Time formerly 
spent at the bedside or with other members of the 
family was devoted to studies and consultations in 
the laboratories and x-ray departments of hospitals. 
With his time so fully occupied by roentgenological, 
bacteriological, chemical and pathological studies, it 
is not strange that he gradually lost sight of the fact 


' that every illness has its psychic aspects and its social 


implication; that it is as important to know what 
kind of patient is afflicted as it is to know what kind 
of disease afflicts the patient. 

Long before the advent of the twentieth century 
the inter-relationships between illness and injury and 
poverty had engaged the attention of those charged 
with giving aid to the poor and needy. With the 
turn of the century, however, in the light of new 
knowledge this factor was given greater emphasis. 
There was recognition of the need for workers in 
relief agencies who had had instruction and training 
concerning the implications of medical conditions 
and who could interpret the effect of these influences 
upon the life of the individual and of the family. 
There was also recognition of the necessity of sup- 
plementing the ministrations of the physician and 
nurse in the hospital and dispensary. Medical social 
service, as we know it today came into being as an 
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organized activity. Another vital factor linking the 
service of the hospital with the life of the community 
was thus established as hospitals added social service 
departments to their organization. 

As the need developed additional services and fa- 
cilities have been added to the hospital organization 
until it has become a rather complicated institution 
radically different from that of the simple hospital 
of a century ago. It now provides every appliance 
and means, every type of trained personnel which 
knowledge and experience indicate to be necessary 
for the proper diagnosis and treatment of disease, 
for the prevention of illness and the preservation of 
health. It furnishes these facilities to the medical 
profession, while affording accommodations of sev- 
eral kinds for the sick in order that they may bene- 
fit from the ministrations of physicians and nurse. 


Hospitals as Educational Centers 


In addition, hospitals serve as educational centers, 
offering opportunities for training and experience for 
those who are qualified and who desire to fit them- 
selves for service in any of the fields closely related 
to medicine and many of them support laboratories 
in which investigative studies are undertaken in an 
endeavor to solve some of the many problems which 
still confront the medical profession. 

Hospitals for the most part have been founded as 
independent entities, frequently without sufficient 
consideration of all existing conditions and circum- 
stances. While it is no doubt true that the primary 
influence which motivated the founders and led to 
thé establishment of a hospital was the presence of 
a real need for services which are only obtainable 
through such an institution, this has not always been 
the case. In many instances there have been con- 
flicts between groups or opposing factions in the 
medical profession and sometimes between religious 
organizations. There have been occasions when hos- 
pitals have been established in order to appease the 
ambitions of some individual or to memorialize some 
person or family. Not infrequently they have been 
located in close proximity to existing institutions 
without due regard to the community need, or to the 
type, quantity, variety, or extent of service which 
each offered. y 


Fallacies in Hospital Planning 


Even though founded and operated by philan- 
thropic, religious, or other supposedly altruistic or- 
ganizations and dedicated to the service of humanity 
they have frequently been conducted in a spirit of 
competition and aggression. They were quick to 
take advantage of defects or deficiencies in the other, 
in order to promote their own interests. Hospitals 
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have developed services, purchased equipment, in- 
stalled new apparatus the value of which was not 
thoroughly established, undertaken new construction, 
made renovations, offered advance in rank or other 
recognition to well-known members of the staff of 
another hospital, and devised publicity in order to 
promote their own interests and without regard to 
the need or general welfare of the community. Need- 
less expansion of hospital facilities, unbalanced serv- 
ice, unnecessary duplication of special equipment has 
often resulted at great and unessential cost. During 
the prosperous twenties when funds were so readily 
obtained much of this unreasonable and ill-consid- 
ered competition and aggressiveness was in evidence. 

Recent years have, however, brought a realization 
of the error and fallaciousness of such procedure. 
The need for carefully scrutinizing every request for 
financial support has become apparent. Programs 
for the institutional care of the sick must be re- 
studied and new plans formulated that will provide 
for such services in accordance with the need of the 
district properly served by the institutions of a com- 
munity. Planning should be done on a broad and 
comprehensive basis, avoiding an over-supply of hos- 
pital beds. Duplication of special and unusual equip- 
ment and services should be eliminated. Careful 
study and coordination of effort with the pooling of 
interests by all hospitals and organizations involved 
is necessary if a well-balanced program for service 
is to be obtained. 


Hospitals Mutually Co-operative 


No hospital should be permitted to “go its own 
way,” to expand its facilities or develop its services 
without regard for kindred institutions and agencies 
already existing or without due consideration of the 
community’s need for the proposed development. 


The Hospital as a Health and Social Agency 


The modern hospital stands today as a great and 
indispensable health and social agency, but it does 
not, nor can it stand alone. The type and variety 
of its services bring it into close relations with all 
other agencies that serve the welfare of humanity. 
Charitable, social, and health organizations, both pub- 
lic and private, lay and professional, educational in- 
stitutions, the Courts, all of these and many more 
come into daily contact in one way or another with 
its work. Every hospital should integrate its activi- 
ties with that of every other and with these various 
agencies that serve the community. 

As each institution should perform its proper func- 
tion in the medical, social, and economic life of the 
city, it is essential that hospital authorities should 
participate in the making of social, health, and wel- 





fare plans. This can be, done only if there is a co- 
ordinating and planning body with fact-finding fa- 
cilities which will direct the combined efforts of all 
these organizations in the proper manner, and which 
through continual studies will be able to indicate the 
type and extent of development needed so that the 
greatest good for all can be achieved. 


Hospital Councils 


Hospital councils have been organized and are suc- 
cessfully functioning now in many cities. Through 
them hospital service had been better coordinated 
than ever before. Some councils have proved their 
value from a purely economic viewpoint through the 
operation of central purchasing and collection serv- 
ices. Others present interesting and helpful pro- 


“Anti-Noise Week” 


grams of activities in other directions. Hospitals 
have special interests and peculiar problems that may 
best be considered by a separate coordinating agency. 
They have, however, as has been indicated, interests 
that bring them into intimate relationship with other 
welfare and social agencies and should have a part 
in all community planning. The modern hospital is 
no longer merely a boarding house for the sick, but 
has become an intricate and complex organization 
whose service touches all walks of life. It serves 
society in a varied and effective manner. It is essen- 
tial to modern civilization. Its activities must be in- 
tegrated and coordinated with that of kindred insti- 
tutions and with the life of the community if it is 
to achieve a full measure of success and merit the 
respect and consideration of the public which it 
rightfully deserves. 


at The Springfield 


Hospital 


EUGENE WALKER, M.D., C.M. 
Superintendent, The Springfield Hospital, Springfield, Massachusetts 


EBoves THOUGH The Springfield Hospital in 
Springfield, Massachusetts, is singularly fortunate 
in having sound deadening material in its corridors, 
nursing stations, quiet rooms, kitchens, and nurses’ 
work rooms, the personnel was not satisfied and 
realized that a hospital, like an individual, could not 
stand still—that one either goes forward or back- 
ward—so an “anti-noise week” was held. 


This “week” was advertised by a poster, placed 
in our entrance lobby, showing a patient in bed, dis- 
tracted by bangs and crashes from all directions. 
Underneath was written, “Please report any noises 
heard in this institution and any suggestions for 
abating them.” A letter was written to all heads of 
departments, telling of the campaign and asking 
them to list noises and give any ideas they may have 
for their eradication. 


At the end of the week this material was collected, 
considered and tabulated. Noises were listed in one 
column and suggestions for improvement in another. 
Then a meeting was held of all heads of departments 
and other interested individuals, when these data 
were thoroughly discussed. Door checks, oiling 
wheels, rubber bumpers, and all the common ways 
of lessening noises were brought out; but there was 
one suggestion that seems worthy of publication. 


DRAT THAT TELEPHONE!!! The ringing 
of telephones was a major complaint. We have 
inter-communicating dial telephones and the auto- 


matic ring on these was every three and one-half 
seconds. If a nurse was at one end of a unit and 
started to walk to the telephone as quickly as she 
could, it would ring between four and five times 
before she could possibly get to it. This seemed 
unreasonable. 

I communicated with the manager of the telephone 
company and asked him to devise some means of 
changing the ringing time on our telephones. After 
much discussion and insistence, he finally reported 
that this change could be made for a reasonable sum. 
We authorized him to proceed and in due time the 
ringing time of our telephones was changed to an in- 
terval of every ten seconds. Now there is no neces- 
sity for anyone to have to listen to more than three 
rings, as half a minute is ample time in which to 
reach a telephone. 

Any hospital that has an inter-communicating dial 
system should investigate this ringing time. After 
about nine months’ use of the new system, I can 
unhesitatingly recommend it. Complaints from pa- 
tients about the noise of telephones have practically 
ceased. Unfortunately, we are still annoyed by the 
ringing of the pay-station telephones on the patients’ 
floors. They, of course, ring every three and one- 
half seconds, as the ordinary dial telephones do, and 
as telephone companies are not running their busi- 
ness to suit hospitals there is no chance of having 
this changed until a majority of telephone subscribers 
demand it. 
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It Did Happen!!! 


Report of Activities of Conemaugh Valley Memorial Hospital in Meeting 


Bove HOSPITAL SUPERINTENDENT has 
stopped at times to think of what procedure he would 
follow if an emergency occurred which placed fifty 
additional patients on his hospital. It DID happen 
in Johnstown, and the following article relates some 
of the experiences which we had in meeting the 
emergency. ; 

Tuesday, March 17, Johnstown was observing a 
normal commercial and industrial day of its life, 
with a continuous rain such as might be expected 
at that time of the year. Those who took note of 
the rivers, commented on their rapid rise but until 
noon, no consideration was given to the possibility 
of them overflowing their banks. At about two 
o'clock in the afternoon, the Conemaugh and Stony- 
creek Rivers whose waters join at the Point, both 
overflowed just west of the business district and in 
the next half hour the surface of the entire down- 
town district was under from six to twenty-four 
inches of water. The rise continued but everyone 
felt that it would soon abate. 

The first note of serious importance received at 
the hospital was to the effect that the Mercy Hos- 
pital, located about one half block from Memorial, 
was without steam due to their boiler house being 
flooded. We immediately notified the management 
of the Mercy Hospital that we would sterilize their 
materials if the need arose. They did not find it 
necessary to call on us, their boilers having been 
placed back in service before sterile supplies on hand 
were exhausted. Their experiences during the sub- 
sequent period paralleled those of Memorial Hospital 
in many respects. 

The rivers continued to rise with the depth of 
water on the streets increasing in the same manner 
until darkness set in. Telephone service went out 
during the afternoon. All employees of the hospital 
stayed at their posts later than usual, some of them 
being unable to go to their homes by reason of the 


the Emergency Caused by the Johnstown Flood of 1936 


H. G. FRITZ 


Superintendent, Conemaugh Valley Memorial Hospital, Johnstown, Pennsylvania 


high waters shutting off all means of transportation. 
By six o’clock it was apparent that Johnstown busi- 
ness houses would be out of service for sometime. 
Realizing that the Lee Hospital, situated in the center 
of the flood area, would be without facilities as a 
result of the flood and the burden of caring for their 
patients would be placed upon us, we set up eighteen 
emergency beds in the first floor of the building 
known as the Annex, which building had been va- 
cant, except for occasional contingencies, since the 
occupancy of the wing, built in 1927. 


Emergency Food Supplies 


When the water continued to rise during the eve- 
ning, the need of securing a stock of food supplies 
was discussed. With many of the employees still 
remaining at the hospital, it was not difficult to find 
several who were dispatched to nearby communities 
to purchase milk, butter, bread, and flour. They 
returned from their various missions to report suc- 
cess, some bringing back with them the supplies, 
with the result that by nine o’clock, we had on hand 
sufficient food to carry the hospital for three days. 

Most of the city was in darkness, but much credit 
is due the Associated Gas and Electric Company for 
maintaining power at the hospital almost continu- 
ously until midnight. 

Reports came in such as “the Ferndale bridge has 
been washed away” and “the Poplar Street bridge 
is now gone.” We were told people marooned in 
their homes were shouting for help. They had 
already moved to the second floors of their homes 
and many to the third floors, and there was no cessa- 
tion in the increasing height of the waters. 


During the evening a restaurant keeper whose 
establishment was flooded brought his four small 
children to the hospital with the request that we 
house them, for which he offered to pay, until he 
could establish a home. In the confusion, he had 


Editorial Comment of the Philadelphia Public Ledger: The Conemaugh Valley Memorial Hospital did a job 


in this flood that was superb! In all my reportorial experience I have never seen such an example of organ- 
ization and efficiency—the medical profession and its institution there at their very best! In my opinion Mr. 


Fritz was one of the outstanding figures in the humanitarian aid, throughout the crisis. 




































28 

















The Sun Porch of the Conemaugh Valley Memorial Hospital converted into an emergency ward. Emergency beds 
were set up an the porch and the flood victims were immediately provided for 


lost his wife and was desperate for a place to care 
for the children. Two days later, he returned for 
his children, having located his wife, and secured 
quarters in a nearby community. 


The Hospital as a Radio Station 


At eleven o'clock, an amateur radio operator 
asked permission to set up his broadcasting outfit in 
the hospital so that he might ask the outside world 
for boats in rescuing the people from their homes. 
The power was off at his home and he thought that, 
with the emergency lighting system in the hospital, 
he would be assured a continuous electric supply 
until he could make contact with another station. 
With much volunteer help, the station was set up in 
one of the operating rooms and the operator began 
sending signals. Establishing contact with Pitts- 
burgh, he asked for boats and life saving equipment. 


The Ambulance Service 


At midnight, we were advised that two boats were 
being sent by special train from Pittsburgh and the 
assistance of the hospital was asked. Plans called 
for the loading of the boats on trucks from the train 
at the west end of the city. They were to be trans- 
ported by truck to the top of the incline plane, low- 
ered to the water’s edge by means of the incline and 
ultimately used in rescuing people from their homes. 
The hospital’s two ambulances, the chief resident 
physician, an intern, and a nurse, along with several 
orderlies, six stretchers, two ambulance cots and 


quantities of first aid material and medical equip- 
ment were taken to the top of the incline plane. The 
long wait for the boats was shortened by rumors of 
damage and death which were resulting from the 
flood. One story which later proved to be true was 
related—the drowning of a woman and a boy age ten 
as a result of their canoe having capsized. The 
vigilance was continued until five thirty in the morn- 
ing but the boats failed to arrive, the railroad having 
been washed out. Part of the equipment was loaded 
on one ambulance and returned to the hospital, but 
the second ambulance remained at the field station. 

Upon returning to the hospital with the ambulance, 
we found the State Highway Patrol and State Police 
were arriving from their various barracks to take 
over the situation. The hospital truck and ambu- 
lance were placed at their disposal subject to recall 
if needed at the hospital. By means of this transpor- 
tation, the police were able to station their men at 
vital points to control traffic and preserve life. 


When the Emergency Lighting System Functioned 


Shortly after midnight, the electric supply had 
failed and we were pleased to see our automatic 
emergency electric system immediately light up the 
important parts of the hospital. While this system 
is only guaranteed to supply adequate current for 
three hours, by turning off certain parts, we con- 
tinued to have light until about six o’clock in the 
morning when the electrical supply was restored. 

While the electric service was off Tuesday night, 
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a maternity patient was brought to the hospital in 
active labor. Our emergency lighting system does 
not supply sufficient current to operate our elevators, 
so it was necessary for the attendants to carry the 
patient five stories to the obstetrical department. This 
was done without accident. 


How Our Merchants Helped 


Wednesday morning, when the full effects of the 
flood could be approximated and a shortage of food 
realized to be a certainty, messengers were again 
dispatched to Somerset and other communities to 
purchase more bread, ice, coal, and other supplies. 
We owe our thanks to many of the merchants who 
immediately sold to our messengers any supplies 
which were on hand. In many instances, the mer- 
chants sold their entire stock thus leaving them with- 
out merchandise for their regular customers. 

Before we could learn what State and Federal 
services would be brought into the community, we 
ordered large supplies of typhoid, tetanus antitoxin, 
and pneumonia serums which were delivered by air 
mail. Later the State’s supply of serum arrived and 
since many parts of the country were calling for 
serums, it was possible for us to release a portion of 
those products which had been secured by the 
hospital. 

By noon, the waters had subsided considerably and 
many boats had arrived with the result that persons 
who had been sick previous to the flood were re- 
moved from their homes and sent to the hospital. 
Our two ambulances, supplemented by fire trucks 
and other volunteer ambulances from nearby com- 
munities were busy for the next few days transport- 
ing the sick to the hospital for care. Dispensary 
work increased many fold by reason of the small 
injuries received by rescue and clean-up workers. 


Expanding Our Bed Capacity in Emergency 


The rooms of the orderlies and interns on the 
second and third floors of the Annex Building were 
prepared and set up for the receiving of patients. 
Wednesday afternoon the cry of “the dam has 
broken” filled the valleys and people stampeded to 
the hills. This hospital, situated on a hillside, was 
the haven which many of them sought. As people 
vacated their homes they picked up the incurables, 
aged, and many sick, even from homes outside the 
flooded area, and rushed them to the hospital in 
every means of conveyance. Some were carried by 
relatives and neighbors. The lobby became a mad 
house with the terror stricken people. They came 
in all doors. A short time previous to this, an order 
had been issued to discontinue nurses’ classes, which 
made available many nurses who were placed on 
duty in the receiving ward. As patients arrived, 
they were immediately sent to the emergency depart- 
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THE FIRST FLOOD BABY 


The baby was born in the hospital during the flood. 
The mother was taken to the institution in a car around 
the flooded area via mountain tops 


ments which had been set up. When the dam break- 
ing scare subsided, we found our emergency beds 
almost filled. 

On a number of the many trips which our ambu- 
lances made from the top of the incline plane bring- 
ing persons who had been rescued from their homes 
to the hospital, quantities of coffee which were made 
at the hospital were taken to the station so that 
refugees could be given some stimulant. On one 
occasion a ten gallon can was sent. We were amused 
by the spirit which was demonstrated and which was 
no less appreciated when a young man brought in a 
gallon jug of coffee stating he had heard the hospital 
was short of coffee for its patients. His contribu- 
tion of coffee was very graciously accepted so that he 
might not be discouraged in his anxiety to be of 
service. 

Wednesday evening the officers of the Red Cross 
held a meeting in the doctors’ room of the hospital 
to lay plans for the setting up of their stations. 

The State Police and Highway Patrolmen having 
arrived in large numbers were finishing forty-eight 
hours’ duty by Wednesday night. We secured fifty 
cots, blankets, and pillows from a CCC Camp located 
near Johnstown and set them up for the use of the 
State Police. 

Throughout Wednesday night, the hospital was 
moving with persons needing dispensary care, or 
seeking hospital beds; others were looking for their 
relatives whom they thought might be in the hospital, 
and many wishing to use the hospital telephone which 
was one of the few in the community on which serv- 
ice had been reestablished. 

Newspaper reporters from the syndicates, after 
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Flood Victim Waiting for Transportation to the 
Hospital 


collecting information about the flood, took their 
turns on our telephone. There was such a great 
amount of traffic on this one telephone which was 
in service, that it was necessary for us to limit the 
time of each call to three minutes. 

Thursday morning the Medical Society had estab- 
lished headquarters at the Westmont High School 
along with the State Department of Health, but 
without newspapers and telephones, the public still 
looked to Memorial Hospital as the medical center 
and supply base. Many refugees had gathered in 
school buildings and homes in the higher areas sur- 
rounding the city. Physicians, to whom much credit 
is due, voluntarily stationed themselves at these refu- 
gee camps to care for those needing medical atten- 
tion. For several days following, the hospital was 
dispensing materials for almost the entire commu- 
nity. Fortunately, a good supply of almost every- 
thing was on hand. Many messengers brought 
patients from these camps and took back supplies 
needed for the ambulatory. 

Two thousand State Militia had arrived and the 
city was placed under modified martial law thus 
prohibiting everyone except those who had official 
business supported by a pass from the Mayor of the 
City, the Red Cross, or the health authorities, to 
travel in the flooded area. Not having a form for 


such use, we prepared a card, on whien we wrote 
the name of the employee or messenger, the occupa- 
tion in the hospital, and the signature of the super- 
intendent along with impressing the seal of the 
hospital. Our employees were thus enabled to go to 
and from their homes. 


Evacuating Lee Hospital 


We received word by messenger that the Lee Hos- 
pital had discharged most of its patients to their 
homes and the remainder would have to be trans- 
ferred to this hospital. In order to augment the 
number of beds in service, we asked the Lee Hospital 
for the use of their beds and mattresses since they 
were out of service. This request was granted. In 
keeping with tactics which are necessary in an emer- 
gency such as this, we had a State Police comman- 
deer a large truck for the purpose of transporting 
the Lee beds and mattresses to our hospital. With 
this and another truck loaned by a wholesale com- 
pany, we soon had the beds and mattresses trans- 
ferred. At the same time, we were using our 
ambulance in transferring the patients. 


Our Graduate Nurse Volunteers 


It was with a very great deal of appreciation that 
we accepted the offer of many of the graduates of 
our Nurses’ Training School for volunteer nursing. 
Without them we would not have been able to meet 
the emergency as well as we did. 

Our ice ordered Wednesday failed to arrive and 
our supply was getting low. We sent another mes- 
senger to another communty for ice. When it failed 
to arrive, we ordered from a third producer. It was 
one of the humorous things such as arise in emer- 
gencies when three trucks arrived at the hospital 
within ten minutes of each other, each bringing a 
day’s supply of ice. 


When Our Elevator Service Stopped 
Before 


Another interesting incident occurred. 
transportation had been reestablished, the husband 
of a Lee Hospital patient requested that we send our 
ambulance to that hospital and transfer his wife to 


this hospital. On account of water remaining in 
certain low areas and the absence of bridges which 
had been washed away, we had not attempted to 
send our ambulance to the Lee Hospital. This man 
insisted that we could get through. Because of his 
insistence, we acquiesced with the proposition that 
he precede the ambulance with his car, with the 
understanding that if he succeeded in getting 
through, our ambulance would get through and 
bring his wife to our hospital. We were pleased later 
to have the ambulance arrive here bearing the patient, 
which proved the man’s statement to be right even 
though at first he hesitated in agreeing to drive his 
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car through the flooded area. This we felt was nec- 
essary inasmuch as our ambulance was in constant 
service and we could not take a chance on having 
it stranded. 

Calls and telegrams came in from various hospital 
superintendents offering their services and supplies. 
These offers were very much appreciated and care- 
fully recorded inasmuch as there was no way in 
which we could estimate the extent to which our 
services would be taxed and this help needed. Mr. 
John Hatfield of Philadelphia, secretary of the State 
Hospital Association, offered assistance to which we 
responded, requesting that he locate and keep sub- 
ject to our requisition, one hundred beds for which 
we had space if the need arose. Fortunately, in 
spite of cold weather and exposure, the feared ty- 
phoid and pneumonia outbreaks did not develop, 
thus making it unnecessary for us to call for the 
delivery of the one hundred beds. 

In our effort to keep bed capacity ahead of the 
need, we set up an additional emergency department 
as soon the the first patients were placed in the last 
available department. 

Prior to the flood, we had placed with a Pitts- 
burgh firm an order for fifteen beds. As we saw the 
need for extra beds, we telephoned this company and 
had them ship fifteen of any type hospital bed on 
hand, which they agreed to do with the understand- 
ing that they would exchange them for the type we 
had on order as soon as the beds were ready. Deliv- 
ered along with this shipment of beds, we requested 
the shipment of one hundred pillows and twenty- 
four mattresses. 


With the number of beds on hand before the flood, 
the turning into hospital service of orderlies’ and 
interns’ beds, along with the beds received from 
Lee Hospital, and the beds from Pittsburgh, we had, 
set up, three hundred fifty-six beds whereas our 
normal bed capacity is two hundred sixty and thirty 
bassinets. Our census ranges from one hundred 
eighty to slightly over two hundred. Friday morn- 
ing we had three hundred four patients. We were 
only able to hold this total down by utilizing our own 
and other ambulances in transporting patients to their 
homes, homes of relatives, the County Home, and 
refugee camps which had been organized by the Red 
Cross in the meantime. 

Thursday afternoon an unidentified drowned fe- 
male body was brought to the hospital and placed in 
the morgue. Later the body was identified. With 
all of the undertaking establishments having been 
demolished by the flood waters, there was no place at 
which to hold the funeral so the minister requested 
that we supply him with a room. Arrangements 
had just been completed when word was received 
that another member of the same church had com- 
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Before the Ambulance Arrived 


mitted suicide. The minister asked that we also 
make arrangements for this funeral at the hospital. 
The following day, the double funeral services were 
held. This illustrates the degree to which the hos- 
pital had to go beyond its field of service during the 
catastrophe. 


Our Maintenance Department 

The maintenance department of the hospital func- 
tioned very admirably. The annex building is not 
equipped with emergency lights. The maintenance 
crew secured cable and hooked a temporary line on 
to one of the fixtures supplied from our emergency 
lighting system and installed temporary emergency 
lights in this building, thus assuring continuous 
light service in case of failure of the power company. 
The annex building was in the process of having the 
water lines replaced when occupancy became neces- 
sary. The maintenance department again stepped 
into service and ran several temporary water lines 
so that water was supplied with no inconvenience to 
the nursing staff. 

Realizing the strain which was being placed on all 
employees, we supplemented the staffs of every de- 
partment so that it was possible for employees to go 
back on regular hours within four days. 

During normal times, our laundry works only a 
day shift. During the rush, it was necessary to 
operate a night shift. We put half the day em- 
ployees on night, and hired extra help to fill up the 
two forces. This gave sufficient experienced hands 
on each turn to almost double the output of the 
regular day shift. 


Helpful Rules in Emergency 
I cannot recall seeing any list of rules to follow 
in cases of catastrophes and therefore am attempting 
to set down a few which may be helpful: 





. Always have in mind some definite plan by 
which the bed capacity of your Hospital can be 
increased by fifty. 

. Have all surplus beds and equipment stored in 
such manner that they can be put into service 
on short notice with a minimum of sorting and 
eliminating odd pieces. 

. Do not underestimate the load which will be 
placed on your Hospital. 

. As soon as the emergency beds start to fill with 
patients, start laying plans for setting up addi- 
tional emergency departments. (Utilize doc- 
tors’ rooms, sun porches, demonstration labora- 
tories from which the equipment can be removed, 
dining rooms, etc.). 

. Do not hesitate to commandeer the services of 
any individuals or their equipment. You will 
find them very willing and pride themselves in 
being able to help. 

. Do not accept all assistance offered especially by 
inexperienced people. Too many inexperienced 
hands in time of emergency will cause more con- 
fusion and retard the regular nurses and em- 
ployees in their work. 

. Do not permit your employees to continue on 
long hours for any greater period than necessary 
or you will find that you have a number of them 
not only out of service but on your hands for 
medical attention. 

. Cut every corner possible in matters of routine 
in order to get the patients through the receiving 
ward and admitting office and into bed thus 
making way for the patients who will follow. 

. As the person in charge of the institution, sta- 
tion yourself in a central location where you are 
readily available to everyone. Place a table or 
desk there and havé someone take your place 
when you must leave the location. Do not 
make the mistake of staying in a secluded office 
and attempting to direct the operations by tele- 
phone or remote control. 


10. Immediately upon learning of the catastrophe, 


call in your storekeeper, pharmacist, dietitian, 
and others who handle supplies and get definite 
information concerning supplies on hand and 
proceed with the securing of adequate quanti- 
ties to insure you against a shortage, even though 
the emergency should continue for an extended 
time. 


. Do not let newspaper men influence you to make 


statements or make any intimations on which: 
they might quote you in order to exaggerate the 
degree of the work. Be cordial, cooperative and 
even helpful to these men but also be cautious. 
There are always a few among them who are 
anxious to make headlines. The majority of 
these newspaper men are fine “gentlemen of the 
press” and they appreciate cooperation and any 
help which is given them and will reciprocate. 
It is that uncertain minority which one must 
guard oneself against. Develop in your mind as 
the work progresses, certain material which you 
wish to have the press use, inasmuch as it is 
publicity such as hospitals always need and 
which will be of untold value in the future. 


. During the catastrophe extend the services of 


your hospital to the limit. The additional ex- 
pense, if any, will be repaid to the hospital many 
fold in the good will which is built up. 


. Utilize your ambulances and any other suitable 


conveyances available to transport convalescing 
and discharged patients from the hospital so that 
a maximum amount of beds will be available for 
accident cases. 


. Rid yourself of every possible detail. Do not tie 


yourself up with small matters when your time 
and attention is required for important decisions. 
Keep a notebook handy to jot down items which 
you must take care of at a later time. 


. Do not permit your nurses and employees to run 


through the halls. A rapid walk is sufficient. 
Running gives an air of confusion and hysteria 
and is not conducive to restfulness for the 
patients. 


A Letter from Monsignor Griffin 


On Board Cunard White Star “Franconia,” 
March 15. 


hot in Rio and a little dry in India but every day has 
been a new surprise to us and the ocean has been 
like the proverbial mill pond. 

I have seen many of the hospitals, but except for 
a few Sisters hospitals in South Africa, practically 
all have been governmental. There is organization 
and service. Give my regards to our mutual friends. 

Sincerely yours, 
Rev. Wm. Griffin. 


My dear Bert: 


Each day has crowded its successor so hard that 
here we are half way ’round—at this “Cross Roads 
of the Orient” and only now am I settling down to 
do a bit of correspondence. 


We have been having perfect weather—a little 
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The Relation of the Hospital Association to 
the Individual Hospital and the Public 


W. D. BARKER 


Georgia Baptist Hospital, Atlanta, Georgia 


A HospITAL organization or association is a 
group of hospital superintendents or workers, or- 
ganized for the promotion of each hospital and the 
advancement of, or improvement in the service of 
all hospitals so that the individual patient may be 
benefited. 

Someone has said, that an organization as related 
to people is, “a group of folks brought together 
looking to the accomplishment of a common pur- 
pose toward reaching a common aim and the basic 
principle in the organization should be to so relate 
each individual in the organization to each other in- 
dividual in the organization that the individual ef- 
fort of each individual should touch and influence 
each other individual in the organization so that there 
shall be an individual response on the part of each 
one of these individuals to the effort of this individ- 
ual and all individuals shall be moving toward the 
accomplishment of the best results for the organiza- 
tion.” 

How many of us have taken time out occasion- 
ally to reminisce about how things have been in the 
past, comparing them with the present, and find our- 
selves amazed at the changes that have taken place 
and the improvements made along all lines? 


The Values of Organization 

What brought about these changes? I believe I 
can answer that. Today people are exchanging ideas, 
working together for the good of all, willing to help 
the other person and give everybody an opportunity 
to enjoy a more wholesome life. I believe this is true 
with practically every profession of today. Every 
organization should be a yard-stick by which all 
other similar businesses may measure their progress 
or short-comings. 

The American Hospital Association, representing 
the American-Canadian hospitals, is the largest or- 
ganization of its kind in the world. Each state or 
province has an individual organization which is pat- 
terned after the American Hospital Association. 
Once a year the regional associations have their 
meetings individually and sometime during the 


Xead at a Joint Session of the Colorado State Nurses’ 
\ssociation, Colorado League of Nursing Education, and 
oe Hospital Association, Denver, Colorado, April 
- J0. 





year all these organizations come together in one 
large group which is known as the American Hos- 
pital Association. At these meetings demonstrations 
are made, exhibits are shown, papers are read, gen- 
eral ideas are exchanged, and every other phase of 
hospital work discussed. I never attend a State 
meeting or the National meeting without bringing 
back many new and valuable suggestions about im- 
provements in hospital service—things about which 
I had never thought before. Sometimes we confuse 
change with progress. We do things differently 
from the other fellow in order to differ with him. 
When’ we air our problems before a group or an 
assemblage of people interested in the same things, 
we may either expect to have our ideas approved or, 
on the other hand, to have our thoughts disrupted. 
At least we have an opportunity to provoke discus- 
sions which are nearly always very beneficial and 
helpful. I once knew of a certain newspaper of 
which there was a change of ownership. Things 
hummed for a few weeks. The new owner changed 
the paper inside and out, discarded old equipment, 
employed new workmen, discharged the old help, 
changed everything that could be changed except the 
possible market of his paper which was surrounded 
by the population of the community. Suddenly one 
morning he found himself in the hands of the re- 
ceiver. So often we hear the expression, “It is all 
different now,” but such expressions are not always 
a sign that “things are better now.” 

“Nothing is good because it is new, or bad because 
it is old.” The mulitplication table is old, but even 
today we have to use it occasionally, unless we are 
able to afford a brain truster. Methods of hospital 
operation are sometimes like good antique furniture. 
They are not good methods because they are old, 
but they are old; they have withstood the test of the 
years, because they are good. Likewise, we can al- 
ways look around and improve our knowledge along 
the lines of our own endeavor as we profit by the 
example of others who have met with the approval 
of competent authorities. Longfellow in his old age 
was asked how it was that he was able to keep so 
vigorous and write so beautifully. Pointing to an 
apple tree out in the orchard which was covered 
with beautiful blossoms he replied : 













“The apple tree is old, but I never saw prettier 
blossoms upon it than those which it now bears. The 
tree grows a little new wood every year, and I sup- 
pose it is out of that new wood that those blossoms 
come. Like the apple tree, I try to grow a little new 
wood each year.” 

That is the way of a competent hospital super- 
intendent, he must keep alert and observant of 
the times. In order to do this, he must know what 
his neighboring hospital superintendent is doing. 
Group meetings such as local, state, and national 
afford one this opportunity to get all the new ideas 
at one time. Just as the apple blossoms depend for 
their fragrance and beauty upon the new wood which 
is grown from year to year, so the beauty of our 
thoughts, impulses, actions, and the extent of our 
knowledge and progress will be determined largely 
by the quality and quantity of the wood, so to speak, 
which we add to our experience each year. 


The Importance of Working Together 


We are all prone, however, to get so busy with 
our own individual problems that we sometimes fail 
to think of the needs of our contemporaries. I heard 
a story a short while ago over the radio that caused 
me to stop and take an inventory of myself. The 
story related to a person who was overcome by his 
many problems and had come to the place where he 
was ready to give up in despair. He fell asleep and 
dreamed. He dreamed he had found a place where 
he could buy his own cross and bear his own bur- 
dens. He bought this cross and bore it for several 
days. His load seemed to get heavier and heavier 
each day, until finally he went back and asked the 
keeper of the crosses if he could not exchange his 
cross. 

“Certainly, my young man,” replied the keeper. 
After many hours trying on the different crosses, 
he at last found one that he thought was exactly what 
he wished. He called the keeper and told him that 
he had made his decision, pointing to the one which 
he had selected. “May I ask,” said the keeper, “why 
you prefer this cross above all others?” “Because 
it is so much lighter,” said he. “Fine,” said the 
keeper, “but I would like to remind you that that 
cross is the very one which you brought in here.” 

It is so easy for us to think that our burdens are 
heavier than those of the people about us. If we 
could help others share their burdens for a while, 
I am sure that we would have a deeper appreciation 
and a keener understanding of our fellowman’s load. 
Instances of this nature illustrate to us the impor- 
tance of working together, sharing our ideas with 
others through such an organization as is made pos- 
sible by the hospital associations. 

Before becoming a hospital superintendent I 


served seven years in the business world, coming in 
contact with all types of people. And I have found 
that human nature in the hospital is not unlike hu- 
man nature elsewhere. Many times we have to lis- 
ten sympathetically to stories which, when we hear 
them, we believe are falsehoods and later they are 
proven to be. All of us have trusted to the better 
impulses of many people only to be disappointed in 
the outcome. But all this is to be accepted as part 
of the day’s work. God pity us if we are to become 
so wise and prudent in matters of business and fi- 
nance as never to venture anything on the prospect, 
even if the results are uncertain. 

Elbert Hubbard once said, “No it is not for the 
rude breath of man to blow out the lamp of hope. 
Instead, let us hold it high, a guide by day, a pillar 
of fire by night to cheer each pilgrim on his way.” 


Hospitals Are for Humanity 

Humanity is an. abstract word, “hospital” is a 
very concrete one. However, there is an intimate 
connection, because hospitals are for humanity. Ser- 
vice to humanity is the only legitimate reason for any 
hospital’s existence. It is said, that hospitality was 
a paramount virtue in the ancient—especially in the 
Oriental world, and to be ungenerous to a stranger 
within the gates was considered a grave offence. 
Some one has said, “For every hospital there is a 
way, and whether we tread the highway, grope the 
low, or wander to and fro in the misty flats between, 
is largely dependent upon the relationship we estab- 
lish between our hospital and the patients who come 
to us for care.” Conditions in the world are chang- 
ing; therefore the relationship of the hospital to its 
community is changing also. The modern hospital 
has become a vital part of community life through 
a natural process of evolution. Hospitals can no 
longer be isolated structures standing aloof from the 
rest of the community. They are part of the com- 
munity. “As long as men shall live and build, as 
long as they shall strive for worthwhile achievements, 
there shall be honor and glory in work well done.” 

We shall all agree that the most important func- 
tion of the hospital is the care of the sick—but our 
responsibility by no means ends there if we are to 
be associated with the health problems of our com- 
munity. Every hospital can make some contribution 
to scientific and clinical research. This can be made 
more effective by cooperating with our immediate 
hospital association. Every patient presents new 
medical or surgical problems and new things can be 
learned so that pain and suffering may be lessened 
and the mental and physical health of our people be 
improved. 

Often hospital people do things because they are 
to be done and not according to the existing need. 
For instance, an operating room was equipped with- 
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out consulting the surgeons, who were to use it; lab- 
oratory quarters built without knowing the type of 
equipment to be installed; hospitals built in com- 
munities that were already overcrowded with hos- 
pital beds, and many and sundry mistakes have been 
made, not intentionally, but because of the lack of 
proper information of major necessities. These are 
instances when the individual hospital superintendent 
may be benefited through his local state association. 
“In unity there is strength.” 


In conclusion I might say that there are so many 
demands and improvements always needed in a hos- 
pital, and changes are being made so fast, too, it is 
hard to tell even the type of equipment to buy in a 
hospital for fear it will be obsolete before we get it 
paid for. Under such prevailing circumstances, we 
should try to do the best we know, finding out if 
possible from other hospital superintendents what 
type of equipment they are using in certain depart- 
ments when we are ready to buy new equipment. 


Behind the Scenes in the Out-Patient 


Department 


RAMSDELL GURNEY, M.D. 
Director, Out-Patient Department, Buffalo General Hospital, Buffalo, New York 


- a SPEAKING three kinds of pa- 
tients come to our out-patient department. First 
is the definitely sick and indigent. I am using the 
word “indigent” to refer to those patients who, 
according to carefully worked out standards, are 
unable to pay for private medical care in their com- 
munity. This group, of course, is the one with whom 
we are essentially concerned. A second and rather 
large group of patients who are sick but not indi- 
gent also come to the clinic. They come either to avoid 
the payment of fees to the private physician or mis- 
understand the purpose of the clinic. These cases, we 
find, are rather easily eliminated by careful financial 
histories and investigations. 

We have found it advisable, when the patient is 
either a wage earner or supported by a wage earner, 
to verify the earnings. Frequently the husband will 
turn only part of his wages over to his wife and she 
will come in to the clinic in all.good faith. This is 
avoided if the patient secures and brings to us a 
wage slip. 

The third group is composed of those not sick 
but indigent. These come in to the clinic for various 
reasons: to secure extra food, to avoid work, or 
with compensation in mind. Some have imaginary 
illnesses resulting from domestic difficulties. Others, 
of course, are out and out malingerers, this group 
causes us great concern. One can not prove or dis- 
prove the presence of pain ; occasionally what appears 
to be a “fake back-ache” turns out to be an organic 
lesion. Consequently tremendous caution must be 
taken in handling this group. I should like to leave 
this question open for discussion. 


Presented at the Buffalo Hospital Conference of the Ameri- 
can College of Surgeons March 27, 1936, Buffalo, New York. 
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, Relationship Between the Clinic and the Doctor 

We are well aware of the tremendous appeal to 
the uninitiated of large buildings, men in white, and 
elaborate apparatus, as contrasted, perhaps, to the 
single office and relatively. meager equipment of the 
private practitioner. We feel-that in no sense should 
we compete with the local doctors. On the contrary, 
it is our purpose to aid him and to take from his 
shoulders some of the tremendous burden he has 
acquired during the depression in the care of the 
indigent sick. We have found that if a patient is 
requested to return to his family doctor to discuss 
the advisability of coming to the clinic, and if advis- 
able, to secure a note from him to this effect, much 
is done to preserve good relationship between the 
clinic and the doctor. Patients often object inas- 
much as they owe their doctor money, but a few 
minutes conversation with them will correct this 
point of view. We attempt to point out the desir- 
ability of maintaining faith with their family physi- 
cian and the superiority of private over institutional 
care. We also encourage the thought of eventual 
return to the care of the family doctor. If the pa- 
tient requires immediate attention, we telephone the 
doctor and discuss the question with him. Although 
time-consuming we have found this procedure infi- 
nitely worthwhile. 

Routine Simplified 

I shall take only a short time for discussion of 
some of the mechanical difficulties in any out-pa- 
tient department. All of you who have been or are 
connected with an out-patient department are aware 
of the congestion occurring at certain times of the 
day. The new patients usually arrive at the same 














The Nose and Throat Department of Our Out-Patient Department 


hour. We have a relatively simple form for all new 
patients to fill out. The patient then retires to the 
waiting room and is interviewed in turn. On this 
form the patient gives name, address, complaint, by 
whom referred, last doctor consulted and when. 

Again anyone connected with an out-patient de- 
partment knows the tremendous burden that is 
invariably put on the medical department. This pre- 
sumably results from the patients being unable to 
express the nature of his symptoms clearly. We 
have found it advisable to have all patients inter- 
viewed first by a physician with considerable experi- 
ence, who, with a very short history or superficial 
examination, can determine frequently the nature of 
the complaint and refer the patient to the proper 
clinic. In our clinic the assistant resident is also 
available to give a more careful examination. when 
required. In this way the patient’s chief complaint 
is treated first and then any other necessary work is 
of course done afterward. 

We have tried to make our clerical work as simple 
as possible. When the patient is through with the 
first examination, two identical cards are filled out 
on which are: the patient’s name, address and num- 
ber, and on the reverse side the return date, clinic, 
hour, and doctor. The patient is given one of these 
cards and the other card is filed under the return 


date in the office. In this way there is no confusion 
in the patient’s mind as to when he or she is to 
return, and the clerk in the office is able to anticipate 
the return of the patient. In addition this is an 
easy method of follow-up, in case the patient fails 
to return. 


Research and Teaching Possibilities 


Another vital function of the out-patient depart- 
ment in our opinion is that of research. The 
arrangement is ideal for study of large numbers of 
ambulatory patients. We co-operate in every way 
possible with any investigations that are made. 

Still another vital function is to make available all 
the resources of the out-patient department for 
teaching purposes. By seeing incipient disease, the 
student learns to respect minor symptoms and de- 
velop his diagnostic acumen. He sees a great va- 
riety of cases and is able to follow an individual case 
through many procedures which would be impos- 
sible on the wards. 

In conclusion—We have endeavored to keep three 
essential functions of the out-patient department in 
mind: first, competently to care for the indigent 
sick; second, to make available our facilities for 
investigative work and third, to encourage the use 
of the various clinics for teaching purposes. 
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A Presidential Function 


ALFRED C. MEYER 
President, Board of Trustees, Michael Reese Hospital, Chicago, Illinois 


— DUTIES OF A HOSPITAL PRESIDENT are 
varied but one of the most important is concerned 
with the raising of money. By this I do not mean 
only the ordinary responsibility of worry about the 
budget and devising of methods in cooperation with 
the superintendent whereby it may be balanced. I 
have in mind also the preparation of a list of activi- 
ties and equipment by the acquisition of which the 
hospital may be improved and its usefulness 
increased, 


Of course the president must have the support 
and help of the board of directors and of the medical 
staff, but under normal circumstances, the main re- 
sponsibility remains his. Just as a member of a firm 
or an official of a corporation can usually sell his 
merchandise with less resistance than can one of the 
salesmen working for the concern, so can the presi- 
dent usually get a better and more responsive audi- 
ence than anyone else connected with the hospital. 

Presidents, I believe, should actually solicit the 
aid and assistance of the lay boards and the medical 
staffs, both in respect to projects to be considered 
and prospects to be approached. In many instances 
the president can “team up” with a staff member or 
director in calling on a prospective donor. 

It is highly important that a variety of needs be 
listed varying in both character and cost. A dona- 
tion of $100 might be a princely contribution for 
one person and a niggardly one for another. A 
thoughtful president is one who has an available list 
that satisfies every size of purse and includes every 
type of work suitable in hospitals. 

No one hospital is complete nor has any except 
the very newest, the latest and most adequate equip- 
ment. On the other hand, if the president has a 
knowledge backed up with a written memorandum 
of what is lacking, he frequently has an opportunity 
to awaken an interest that otherwise might be dor- 
mant. : 

Let me mention some of the things that I think 
hospitals might like to purchase or provide, bearing 
in mind that many hospitals are already supplied 
very adequately and that some of these items are not 
practical for one reason or another in other hospitals. 


The Endowment Fund 


The first thing, of course, that comes to mind for 
a volunteer hospital is the endowment fund. How 
large or how small it should be depends of course 
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upon the function of the hospital, the difficulty it has 
in being supported and the readiness with which its 
friends and patrons are willing or able to supply its 
needs. 

Endowments are usually of two kinds; the most 
common is that which devotes its income to the gen- 
eral needs of the hospital, and the less common is 
that which provides income for research, dentistry, 
physical therapy, and social service, or any one of 
the multifarious activities of our modern hospitals. 


The X-Ray Department 


There is also the x-ray department with its great 
and constant need of apparatus for diagnosis and 
the increasing demand for machinery for therapy. 
The amounts involved in this department are size- 
able. As a corollary to the x-ray department, I may 
mention the radium-therapy department in which 
varying quantities of radium are owned or rented. 
Some hospitals can adequately do their work with 
a few milligrams of radium, and others require sev- 
eral grams. In either circumstance the cost is great. 

Some hospitals aspire to do considerable research 
work and others a limited but yet definite amount. 
In both situations financial support is required, as 
very few hospitals can afford to include experimental 
work in their regular budgets. 


Dentistry and the Hospital 


Modern medicine is more and more dependent 
upon dentistry and facilities for dental work should 
be supplied either in the form of a separate depart- 
ment or by a visiting dentist. In this connection, 
there are plates and bridges, as well as inlays, calling 
for an expenditure of money which is very often 
not thought of or cannot be provided for in the 
preparation of a hospital budget. 

If there is an out-patient department, the need for 
optical supplies is great and usually the cost over 
the amount that the patient can pay must be met by 
donations. 


The Crippled Children 

A very appealing department, either in the hos- 
pital or the dispensary where crippled children are 
cared for, is a brace shop, providing the number of 
crippled children involved is large enough. Where 
there are a small number of crippled children, re- 
course is usually had to a commercial brace maker. 
In either event, outside financial support is usually 





necessary and this, experience shows, is exception- 
ally easy to obtain if the problem is properly pre- 
sented. 


Physical Therapy 


Another important department is that of physical 
therapy with its variety of lamps for light treatments, 
its apparatus of various kinds for muscular re-edu- 
cation, its baths for victims of infantile or spastic 
paralysis, and its machines for inducing blood circu- 
lation. The amount of financial help required here 
is dependent upon the amount of free or part-free 
work that the hospital or out-patient department 
does. 


Occupational and Recreational Therapy 


Another increasingly important adjunct in the 
modern hospital is the occupational and recreational 
therapy department and this, like many others, can 
expand as its support enlarges. 

Then there is the problem of supplying special 
nursing care for critically ill service patients, and 
also that constantly recurring one of blood transfu- 
sions in the case of patients who have no funds and 
no relatives or friends who can supply the blood. 

In many hospitals and dispensaries the social serv- 
ice work would be sharply curtailed without the 


help of generous contributors, and in others the op- 
pressive amount of work could be vastly increased 
with a well prepared program intelligently presented. 

The use of insulin and many other of the drugs 
that are frequently classified as “special’’ would be 
greatly cut down in most out-patient departments 
were it not for funds contributed by friends for that 
especial purpose. In soliciting funds to supply in- 
sulin, it is important to explain the cumulative fea- 
ture, as patients once supplied drop out very slowly. 


Women’s Auxiliaries 

The part that women’s boards or auxiliaries can 
play in this scheme of things is great and every active 
interest should be encouraged and stimulated. Many 
a hospital finds the problem of linen and silverware 
much simplified by the efforts of the women’s 
boards, and in some hospitals the women accept 
financial responsibility for a wide range of work. 

Of course there should always be such programs 
on hand as the re-equipping of the operating or labor 
rooms, the air-conditioning of some especially un- 
comfortable portion of the hospital, or the rebuild- 
ing or remodeling of some antiquated part of the 
building. 

The above list by no means exhausts the possi- 
bilities but is, I think a good start. 


What a Good Trustee Means 
to a Superintendent 


RUBY A. MORRISON, R.N. 
Superintendent and Director of Nurses, Norfolk Protestant Hospital, Norfolk, Virginia 


W HAT A Goop TRUSTEE MEANS TO A Su- 


PERINTENDENT may be considered individually or 
collectively, the end result being the same in either 
case. We will all admit that any superintendent is 
the active spokesman for the larger and more un- 
wieldy governing body, the Board of Trustees. It 
seems that the relationship may be likened to that of 
a wheel with its hub and spokes, the spokes repre- 
senting the Trustees with their diversified problems 
and abilities, and the hub representing the superin- 
tendent, or the point of actual concentration. It is 
a subject which offers innumerable openings for 
discussion. This discussion will be limited to what 
I consider to be the most important phases, and 
frequently refer to the Board of Trustees rather 
than to the individual members. 

An ideal Board of Trustees acts as a shock-ab- 
sorber between the hospital personnel and the gen- 
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eral public. Often it is necessary for a hospital 
superintendent or staff to make decisions which, to 
the average layman, untrained in the procedures of 
the medical profession, seem hard and unsympa- 
thetic. Perhaps the superintendent or staff is not 
even cognizant of the layman’s reaction, because they 
have been trained in steps necessary for the greatest 
good of the greatest number. However, should this 
friend or relative of a patient care to repeat his in- 
terpretation of the hospital’s decision, without having 
had the reason for this opinion explained, the hos- 
pital may suffer widespread criticism. It is here 
that a well-selected trustee has the opportunity to be 
of great assistance. The ideal type of Board of 
Trustees would, naturally, be composed of well di- 
versified individuals, people of a wide range of con- 
tacts, and people who are public-minded enough to 
be in position to stop these harmful ideas before 
they assume immense proportion. Such people could 
meet these erroneous reports, correct them, and re- 
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direct the layman’s opinions. It goes without saying 
that the members of a Board of Trustees are indi- 
viduals who have become “hospital-minded” enough 
to be sincerely interested in and receptive to the 
progressive strides of the medical profession, yet 
they belong, as a rule, to the non-medical group, and 
are in the position to act as mediators between these 
two groups. In this manner, many objectively un- 
sympathetic instances are satisfactorily explained. 
Frequently the most interested and helpful non- 
medical workers have had their interest aroused or 
re-focused by one alert trustee member. This ac- 
tivity, as one can readily see, is invaluable to a 
superintendent of an institution which is dependent 
on the public for its success. 


How Members of Our Board Help Their 
Superintendent 

It has been my good fortune to have worked with 
several Boards of Trustees composed of people from 
practically all professions and types of business. 
This again affords most valuable help for various 
reasons, for example: instant advice in legal ques- 
tions, questions of publicity, and business policies 
of paramount importance. I am indeed fortunate 
to be working, at the present time, with a group of 
trustees which offers me competent advice in all 
these respects, as well as numerous other ways. 
Often I am confronted by decisions involving a 
knowledge of not only professional legality, but civil 
rights as well. An incorrect decision would pos- 
sibly leave me and the institution both liable to a 
court procedure and perhaps damages obtained by 
suit. As it is, I simply call on a certain member of 
our Board of Trustees for legal opinion, and my 
policy is determined for me, leaving me free to give 
my time and attention to the professional problems 
for which I am prepared. 

Recently we have been busy with plans for ex- 
pansion in our hospital. The question of just how 
much publicity should be given this development, 
and the form of the publicity have been under dis- 
cussion. Again, like most people who have centered 
their interests and energies in one profession for a 
number of years, I admit that I am not prepared to 
decide, and should it be required of me to be re- 
sponsible for the formation of the amount and type 
of this publicity, it would be necessary for me to 
spend endless needed hours away from my work. I 
am relieved of this duty by one of our trustees who 
is a well-known newspaper man, and one who is 
intensely interested in the problems and the develop- 
ments of the hospital, yet one who has the profes- 
sional understanding concerning a lack of advertising 
publicity. 

The president of my present Board of Trustees, 
who is, in reality, the business advisor for the hos- 
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pital, visits the institution daily, giving me ample 
opportunity to discuss the problems with which he 
can so ably assist me. His long experience in busi- 
ness matters, and his personal knowledge and friend- 
ship with so many firms with which we deal, relieves 
me of this responsibility. Any superintendent com- 
ing into a totally new environment can fully appre- 
ciate how much adjustment and efficiency would be 
retarded were this assistance not available. Each 
day, I inform him of hospital conditions and needs, 
and, in turn, he advises me of the best business poli- 
cies to pursue. It has proven to be an ideal arrange- 
ment, in which neither one encroaches upon the 
other, yet to which each is permitted to contribute to 
the fullness of one’s knowledge for the solution of 
a common problem. 


How the Women Board Members Help 


Included among our trustee members are several 
women whose advice has been most helpful. The 
larger number of hospital cases are women, and 
frequently they see defects in service, or a lack of 
courtesy, about which they would hesitate to ap- 
proach us, yet which they will speak of in the course 
of a normal conversation with the women members 
of our Board of Trustees. These helpful sugges- 
tions are most appreciated, for it would be impos- 
sible to otherwise contact the trouble. Furthermore, 
the women trustee members have always shown full 
co-operation in decisions regarding improvements, 
furnishings, and the general appearance of the in- 
stitution. I think we will all agree that in these 
fields the judgment of a woman is superior to that 
of the average busy man. They have been most 
willing to convey any preference or opinion of mine 
to the remaining trustee members. 


I have started to cover the scope of assistance ren- 
dered me by what I consider a “Good Trustee” to 
be. Let me reiterate that I have discussed the above- 
mentioned services simply because my experience in 
these phases has been more extensive. Whatever 
the service may be, the result is very much the same 
to the superintendent. By co-operatoin on a mutual 
problem, a solution is more quickly obtained and the 
superintendent permitted to focus his or her interest 
on daily problems and routines. Co-operation makes 
for efficiency, understanding among trustee mem- 
bers, superintendent and patients, and ultimately for 
an institution in which harmony and satisfaction 
prevail. This attitude of whole-hearted approval and 
support is reflected by a superintendent to his or her 
staff, and, consequently, to the patients and friends 
of the institution, all of which factors contribute to 
a harmonious, efficient, loyal organization which is 
synonymous with the phrase “A Successful Organi- 
zation.” 





























No arm of Service of the Federal Government has 
a finer record of accomplishment than the Public 
Health Service. Its officers have been the pioneers 
in sanitation and preventive medicine on this conti- 
nent. It has protected the country from the invasion 
of communicable disease from other continents, and 
has developed the measures that have controlled the 
incidence of infectious disease among our people. It 
has been distinguished by as fine a group of medical 
officers as could be assembled. In medical research, 
scientific study and applied methods of disease con- 
trol the United States Public Health Service has 
served our country and its peeple, as well as any 
branch of the Government Service. 

It has been fortunate in the selection of its Sur- 
geons General. They have been medical officers of 
vision and recognized ability; men who have made 
lasting impressions on medical progress. In appoint- 
ing Dr. Thomas Parran, Jr., to succeed Dr. Hugh S. 
Cummings as Surgeon General, President Roosevelt 
has continued a long line of distinguished medical 
officers who have filled this responsible office. 

Surgeon General Parran has announced a for- 
midable health program for his term. It includes 
six “musts,” each of which may be secured to our 
people. They are based upon his philosophy that 
“the greatest need for health action is where the 
greatest saving of life and suffering can be made.” 


Dr. Parran’s Six Point Program 


To finish the job of wiping out tuberculosis. 

To wipe out that unmentionable disease, syphilis, 

the end results of which “crowd our jails, our 

poorhouses, and our insane asylums.” 

3. To make available to people everywhere facilities 
for the proper diagnosis and treatment of cancer, 
which in Dr. Parran’s opinion would reduce by 
20 per cent the deaths from this disease. 

4. To reduce the “disgracefully high’ death rates of 
mothers in childbirth and of babies in their first 
month of life. 

5. To correct the conditions resulting from im- 
proper diet. 

6. To restore crippled children to lives of usefulness. 

The new Surgeon General is the foremost author- 
ity in this country on the public health aspect of 
syphilis control. He is an expert on rural health 
work, and by training and experience is eminently 
fitted to handle all the problems affecting the public 
health. 

Dr. Parran was born in Leonardtown, Md., in 
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1892. He has had extensive experience in admin- 
istrative public health work. His academic training 
was received at St. John’s College, Annapolis, Md., 
and he received his medical degree from Georgetown 
University, Washington, D. C., in 1915. He entered 
the U. S. Public Health Service in 1917, winning 
first place in a competitive examination for entrance. 

Since entering the federal health service he has 
served as medical officer in charge of Muscle Shoals 
Sanitary District and chief medical officer at the gov- 
ernment nitrate plant; as state director of rural sani- 
tation in Missouri; in charge of the Tri-State Sani- 
tary District of Kansas, Missouri and Oklahoma; 
and as director of county health work in Illinois. 
For four years he was assistant surgeon general in 
charge of all venereal disease control activities of 
the U. S. Public Health Service and during this 
period inaugurated many important research studies 
on these diseases. 

When President Roosevelt was elected Governor 
of New York State in 1929, he desired a reorganiza- 
tion of the health department of that state. A request 
was made to the Surgeon General of the U. S. Public 
Health Service for the assignment of an experienced, 
capable officer. Dr. Parran, because of his unusual 
experience, was selected for the assignment, and his 
outstanding record as State Commissioner of Health 
of New York for the last five years has justified 
this assignment and promises much for his future as 
Surgeon General of the’U. S. Public Health Service. 
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Hospital Purchasing 


F. O. BATES 


Superintendent, Roper Hospital, Charleston, South Carolina 


A DMINISTRATORS of the modern hospital 
are generally realizing the great importance of the 
problem of purchasing. In the past, this phase of 
hospital work has been submerged and not given 
the place it deserves. However, today, we are com- 
pelled to recognize its importance, and it demands 
more and more of our attention. The problem of 
purchasing, especially hospital purchasing which in- 
cludes such a variety of commodities, is far too 
broad to be covered completely in a brief article. I 
shall endeavor, to discuss the high-lights of the prob- 
lems of hospital purchasing. 


Changing Methods in Purchasing 


Let us consider the methods of purchasing. The 
ethics of buying have happily changed for the bet- 
ter. Most of us can recall the older forms of dis- 
guised bribery in the shape of entertainment, gifts, 
and commissions which are now quite rare. The 
self-respecting buyer resents these tactics, with their 
implication that his judgment can be influenced 
thereby, and the purveyor is only too glad to find 
the buyer one whose decisions are based only on 
quality and price. Reliable firms do not countenance 
these practices and never stoop to them. 

I believe in a centralized purchasing department 
for it tends to make purchasing more systematic as 
well as economical and there is a uniformity of sup- 
plies throughout the hospital. It is a mistake to per- 
mit each department do its own purchasing of sup- 
plies; for several convincing reasons, one is that de- 
partments do not have the opportunity of keeping 
in touch with the markets, and another is that they 
usually have enough to do along other channels to 
keep them very busy. It is proper, of course, for 
the department of the hospital to make their wants 
known to the purchasing department. The advan- 
tages of a central purchasing department are: less 
danger of duplicating orders, less hazard of running 
out of certain necessary supplies, and less danger of 
over-supplying in articles which deteriorate rapidly. 

The purchaser of materials for the hospital, wheth- 
er that institution be large or small, must be con- 
versant with all the general operating conditions and 
requirements for efficient and able. purchasing and 
the proper expenditure of the dollar are most ex- 
acting. This is true; however, the employment of 
elficient and intelligent methods of purchasing, re- 
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quiring the careful study, analysis, and investiga- 
tion of all purchases is the reason why purchasing 
is so interesting. 

The purchaser is not successful by his own merits 
alone. He can boast of his success only if he has 
the cooperation of the heads of all his departments- 
Efficient buying is the result of the close cooperation 
of all departments, each realizing that one #& depend- 
ent upon the other. A thorough understanding of 
each other’s responsibilities should exist between the 
purchaser and the stock department, so that the 
proper material may be bought in right quantities 
to insure proper price based on efficient stock con- 
trol. This will avoid lack of stock, over-stocking, 
obsolescence, and delays in delivery. 


Fundamental Factors in Purchasing 

These are the fundamental factors of purchasing 
and I emphasize that complete cooperation is man- 
datory if materials and equipment are to be bought 
in an efficient and intelligent manner. I also stress 
adequate knowledge of materials and equipment for 
only through knowledge can we buy on the basis of 
quality, which I believe, is purchasing based on the 
utility of the article desired. Utility at all times 
should determine the quality and subsequent price 
class. 

Quality purchasing is what we should always re- 
member, for it considers first the utility of the mate- 
rials and the resultant service which the materials 
or equipments must render. The purchase of ma- 
terials of proper grade and suitable to the institu- 
tion’s requirements at a fair price on the then ex- 
isting market is good buying, for it is based on qual- 
ity, and an economical procedure. 

The responsibility for securing a fair price for the 
materials finally determined upon, must naturally 
rest upon the knowledge of markets, suppliers, etc. 
and the skill of the individual negotiating the pur- 
chase. 


Quality or Utility Purchasing 

I would like to mention a few specific hospital 
products to you in an effort to more fully illustrate 
my version of quality or utility purchasing. 

Suppose we take up the subject of mattresses— 
for that is one article essential to all hospitals. There 
are many different types and kinds on the market, 
they vary in price, depending on the covering, filling, 
and general construction. 

I would recommend the curled hair mattress, 








which was approved for hospitals by the National 
Bureau of Standards and adopted by the American 
Hospital Association. This mattress is known as 
Type III, hair filled, and is one class only. The hair 
filling comes in three grades: Grade A, 50 per cent 
horse mane, 50 per cent horse tail hair; Grade B, 
100 per cent cattle tail hair; and Grade C, 100 per 
cent horse mane hair. They are made to fit beds 
varying in size from 18”x34” to 39”x78”. 

Specifications require that the workmanship shall 
be first class in every respect: that they conform to 
any position of the Gatch type of bed spring with- 
out injury to the mattress; both sides of mattress 
shall be so finished that either side may be used with 
equal comfort; they shall be well finished, clean, 
free from defects that materially affect its appear- 
ance or that might affect its serviceability. All ma- 
terial shall be 100 per cent new material; the tick- 
ing or cover shall be high-grade blue and white twill 
or other suitable weave ticking having no less than 
78 warp threads and 62 filling threads per inch and 
weighing not less than nine ounces per square yard 
(equivalent to 8 ounces per linear yard, 32 inches 
wide) ; breaking strength (grab method) shall be not 
less than 135 pounds warp, 80 pounds filling. The 
ticking on each face or cover shall be made up of not 
more than two pieces with a longitudinal seam prop- 
erly matched and securely sewn, the stripes of the 
ticking on the upper and lower faces shall run length- 
wise. 


Each mattress shall be well and securely tufted 
or tied with high-grade polished cotton twine hav- 
ing a breaking strength (single strand) of not less 
than 36 pounds. In lieu of this, ties may be of tu- 
bular tape of not less than one-eighth inch in diam- 
eter or single flat five-eighths inch in width, either 
of which shall have a breaking strength of not less 
than 50 pounds. A round needle which will not 
cut the ticking shall be used for all tufting. Tie or 
tuft holes shall be placed not less than one-half inch 
apart. Thread shall be not less than 3 cord and shall 
have a breaking strength (single strand) of not less 
than 3 pounds. All machine stitching shall run not 
less than 10 stitches to inch. Unless plain edge is 
preferred, all edges shall be of the roll type, well 
filled with rows of stitches not over 2 inches apart 
and with two additional rows of side stitching, mak- 
ing what is known as a four-row Imperial edge. 
Corners shall be round and cut on a four or five- 
inch radius. 


Two lifting straps of double thickness tick- 
ing with turned-in sewed edges, not less than 
one-half inch wide, shall be securely attached in a 
vertical position to each side of the mattress border 
at the top and bottom seams, located about thirty-six 
inches apart and equi-distant from the ends. Straps 


will not be required on mattresses sixty inches or 
less in length. When longitudinal lifting straps are 
specified in lieu of vertical they shall be furnished 
only on prebuilt borders or when other adequate re- 
inforcement is provided. 

Horse hair shall be new 100 per cent horse hair, 
properly cleaned and curled. It shall be odorless 
and free of epidermis and all foreign matter, includ- 
ing hair from other animals and parts of the horse 
other than mane and tail. 

A mattress meeting these specifications will prove 
quite satisfactory not only upon our wards and in our 
private rooms, but also in our contagious depart- 
ments, where frequent sterilizations are necessary. 

The cost of this mattress is high, much higher than 
the ordinary mattress. But here utility is the guide 
for quality. ! 

When shopping for a mattress, one which is serv- 
iceable in all departments is always the most eco- 
nomical. Quality purchasing is not an extravagant 
expenditure of moneys, but the expenditure of 
moneys returning the greatest value per dollar ex- 
pended. This is an accomplishment that requires 
careful and thorough analysis of one’s problems. 


Thermometers 


_ Another important article to the hospital buyer is 
the thermometer. A thermometer is used for a very 


definite purpose, and accuracy of reading is one of 
the two determining factors in purchasing. Ther- 
mometers of the lowest price as well as those of the 
highest, regardless of trade brands, should be tested 
for accuracy and for adhesion of the pigment. 

The Bureau of Standards outlines these require- 
ments and tests for thermometers: first, construc- 
tion; second, aging; third, test for permanence of 
pigment; fourth, test for entrapped gas; fifth, test 
for hard shakers; sixth, tests for accuracy; seventh, 
test for retreating index; tests should be made in 
order listed. 

In the construction of the thermometer, the bulb 
should be made of glass known as “normal” or 
equally satisfactory thermometric glass. Fahrenheit 
thermometers should be graduated in 0.2 degrees F.; 
degree mark and mark at normal point be longer than 
intervening marks; graduation marks be substantial- 
ly straight, regularly spaced, of uniform width, and 
perpendicular to axis of stem; width of marks not 
greater than 0.012 inch nor less than 0.004 inch but 
the width shall not in any case be more than one-half 
the length of a graduation interval. Numerals should 
be etched on scale at even numbered degree marks on 
Fahrenheit thermometers and at every degree mark 
except as hereinafter provided on centigrade ther- 
mometers. There shall not be more than 10.0 de- 
gree F. or 5.5 degree C. per inch of scale; range of 
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scale be at least from 96.0 degree to 106 degree F. 
or 3.5 degree to 41.0 degree C. 


All thermometers shall be aged for a period of at 
least four months after completion of construction 
before being tested for conformity with this stand- 
ard. Sample thermometers shall be immersed in a 
five per cent phenol in water solution for a period of 
one hour at a temperature between 70 degrees and 90 
degrees F. without indication of removal of the color- 
ing matter or its appearance in the solution. All ther- 
mometers shall retain their pigment after the comple- 
tion of all tests herein required. Thermometers are 
tested for accuracy at 98, 102, and 106 F. and must 
be correct with a plus or minus of 0.2 degrees 
Fahrenheit. 

If we have this knowledge of thermometers we can 
often purchase entirely satisfactory instruments, 
passing these tests, at a much lower cost than ther- 
mometers formerly purchased strictly on trade brand 
names. 

Surgical Instruments 

The purchase of surgical instruments is a special- 
ized purchase and must be considered as such. Util- 
ity must be recognized as well as quality. Surgical 
instruments are an exception to the general rule and 
are indicative of a case wherein judgment must be 
used if the results are to be secured. Best results 
can be measured sometimes in dollars, but often times 
in hospitals the results may be measured in terms of 
relief to human suffering and the saving of human 
life. That is the all important phase to the hospital 
buyer and he must not lose sight of it. 

The opinions and decisions of the operating staff 
regarding instruments must be considered. Instru- 
ments bought on the basis of price only, not prop- 
erly fitted to the surgeon’s hands or not exactly suit- 
able to him, may result in a clumsy use of them at a 
critical time, with serious consequences. Therefore 
consult the surgeon in the purchase of instruments. 
When the instruments needed have been listed, then 
prices should be secured from various instrument 
houses, and the purchase made from the lowest bid- 
der. In this manner the buyer gets the best price on 
a specified instrument of quality, the utility of which 
has been ordered by the surgeon who will use it. 


Textiles. 


I shall next take up the subject of textiles, those 
all necessary articles of sheets, pillow cases, towels, 
wash cloths, blankets, etc. How to shop for sheets, 
what we should know about them, in order to fill 
our needs in the quality we desire and at the price 
we desire to pay. 

Be sure you know the size of the bed before buy- 
ing the sheet. A sheet that is too small to be tucked 
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in well under the mattress is a poor investment. 
Lengths of sheets are given in terms of lengths be- 
fore hemming. For a standard mattress 78 inches 
long and 5 inches thick, a 108 inch sheet, after allow- 
ing 10 inches for hems and shrinkage, will give a 5 
inch tuck-in at the top and bottom; a 99 inch sheet 
allows only an inch tuck-in on one end if used with 
this size mattress. This is too little to hold the sheet 
firmly in place. Many sheets shrink from 6 to 8 
inches in length. Practically all shrink somewhat, 
but one which has been unduly stretched in manu- 
facture will shrink more. Unbleached sheets shrink 
more than bleached ones. Sheets that are always 
ironed from selvage to selvage gradually increase in 
width and decrease in length. 

Price is not a reliable guide to quality. Neither 
are superlative adjectives of advertisements and 
salesmen. There is much to know about sheeting, but 
the most significant factors to be aware of when 
determining the durability, are thread count, tensile 
strength, sizing, and weight. By thread count, we 
mean the number of yarns to the inch which indi- 
cates the relative fineness and closeness of the 
weave; the tensile or stretching strength of both 
warp and filling of a sheet is an important index of 
its wear value, because it is the measure of the pull 
the fabric will stand before it breaks. Beware of 
sizing—in order to improve the appearance of a 
loosely woven, poor quality of sheeting, manufac- 
turers sometimes add a sizing of starch, china clay, 
or other substance—this makes the material seem 
heavy and gives it a smooth finish, but the sizing 
washes out in the laundering and leaves you with a 
sleazy, fuzzy sheet. 


The weight of a sheet is important and often ex- 
plains differences in price—it usually varies about 
3% to 5% ounces per square yard of sheeting. The 
choice is somewhat a matter of personal preference. 
Heavy sheets wear longer, do not wrinkle as much, 
and therefore are more comfortable to sleep on and 
give a more tailored appearance to the bed than do 
light weight ones. However, they cost more both 
to buy and launder and are heavier to handle. A 
good middle of the road rule is: never buy a sheet 
so light in weight that it is sleazy nor so heavy that 
it is cumbersome. 

Grace G. Denny, Associate Professor, Depart- 
ment of Home Economics, University of Washing- 
ton, and Mary W. Northrup, Chief Dietitian and 
housekeeper, King County Hospital System, Seattle, 
after considerable research set forth these standards 
regarding towels, blankets, and washcloths: “towels 
shall be made of thoroughly bleached cotton free 
from waste, and free from avoidable imperfections 
in manufacture; the weave shall be that known as 
huck except for a border at each end; the thread 






count shall contain not less than 52 ends of 2-ply 
yarn per inch in the warp and not less than 26 picks 
of 2 threads per inch in the filling, a 2-ply yarn with 
a slight amount of ply twist can be used in place of 
the 2 single yarns in the filling if desired ; the weight 
shall be at least 2 pounds 5 ounces per dozen. Wool 
blankets shall be of 80 per cent virgin wool and 
shall be free from shoddy, flocks, waste, noils, re- 
worked wools other than new bleached clips, veg- 
etable matter and other impurities ; the permitted 20 
per cent cotton shall be entirely in the warp, and 
they shall be free from imperfections of manufac- 
ture effecting their appearance or that may affect 
their serviceability. Washcloths shall be terry weave, 
single loop construction, 12 x 12 inches in size when 
finished, and edge stitching shall be uniform and well 
fastened.” 


We cannot always master these details in the con- 
struction of linens, but it is well to acquaint ourselves 
concerning them. We are then prepared to handle 
intelligently the salesman, especially the high-pres- 
sure type, who attempts to sell us, believing no doubt, 
that we are uninformed. I think the best guide in 
this problem is to purchase from a good reputable 
firm, one that will not stoop to misrepresenting their 
goods. 

Rubber Goods 


What are the important points for us to know in 
the purchase of rubber goods? This article is one 
necessity in the hospital which must be purchased 
with caution, for it undergoes hard usage in institu- 
tions. We cannot buy in quantity for it deteriorates 
too rapidly, we must watch our stock closely and 
have it ready when needed. 

Let us consider first rubber gloves—the Bureau of 
Standards specify that “gloves shall contain at least 
95 per cent by volume of best quality new wild or 
‘plantation rubber, and shall be free from coloring 
matter or fillers, reclaimed rubber, or substitutes. 
The surface shall be smooth and free from ingrained 
particles, blisters, thin spots, or other imperfections. 
A sample shall be wrapped in gauze and submitted 
to five successive sterilizations in steam at 15 pounds 
pressure for periods of 15 minutes each, with inter- 
vals of 20 minutes between sterilizations. Test strips 
shall remain at room temperature for 24 hours be- 
fore being tested. Tensile strength after this test 
shall not be less than 1,500 pounds per square inch 
on mediums and 1,200 pounds per square inch on 
heavies.” 

The Bureau of Standards specifies this concerning 
rubber sheeting: ‘The sheeting shall be made from 
a cotton fabric coated on one or both sides, as de- 
sired, with a rubber compound. It shall have a 
smooth, uniform, soft finish, free from pits or 
other imperfections. The material shall be rub- 


ber coated to the full width specified. The finished 
sheeting shall be of maroon, white or cream white 
color as specified. The rubber compound shall con- 
tain not less than 30 per cent by weight of the best 
quality, new wild or plantation rubber. Tensile 
strength should be tested within 30 days from date 
of delivery by the grab method with one inch jaws, 
three inches apart at a speed of twelve inches per 
minute. A 6 inch square sample of coated sheeting, 
can be tested for resistance to steam—it shall be 
subjected to the action of steam at a pressure of 15 
pounds per square inch for 20 minutes, removed and 
after two hours again placed in the same steam test. 
Inspection should be made after 24 hours at room 
temperature. Rubber sheeting should resist phenol. 
The same square after being submerged in a 5 per 
cent phenol solution for 18 hours at room tempera- 
ture, shall show no change which might affect its 
serviceability. The finished sheeting shall withstand 
a hydrostatic pressure of 80 pounds per square inch 
for five minutes without leaking. Water pressure 
shall be applied over an area of one square inch.” 


Again I think our best guide in solving the prob- 
lem of purchasing rubber goods is to deal with a 
good reliable firm, where we can trust them to meet 
these specifications. 


Foodstuffs 


Then there is the matter of foodstuffs—we are all 
interested in good things to eat. The purchaser's 
problem is to obtain satisfactory food products at 
the lowest price. This does not mean cheap food; 
it merely means a nice adjustment between the qual- 
ity of food required and its cost. Of great impor- 
tance is the purchase of staples because the cost of 
these foods make up a large proportion of the total 
food expenditure. 


The bulk of calories in the American diet is still 
derived mainly from cereals and sugars, so that their 
purchase is bound to be a large item in the food 
budget. Besides cereal products, flour, and sugar, 
staples include syrups, oils, etc. and in fact all foods 
except meats, dairy products, fruits and vegetables. 
I have found the most successful buying method for 
staples to be the competitive one. 


Flour 


Grades of flour are determined at the mill and 
through much effort on the part of the millers, the 
grades are kept fairly constant, so that if one grade 
is established it can usually be depended upon to 
give uniform results. As prices vary and it becomes 
necessary to change the brand of flour, it is best to 
try out the new brand before purchasing any large 
amount. Watching the market fluctuations, it is 
often possible to lay in a. supply of this commodity at 
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considerable saving. There is always some indica- 
tion beforehand of a rise in the price of flour. 

This situation also applies to the purchase of 
sugar, as well as other foodstuffs that can be stored 
in large quantities without deterioration. 


Milk 

Milk is an important food product in the hospital 
and should be of excellent quality. A high grade 
milk should test on an average of 4 per cent fats, 
12.50 total solids, and 1.031 to 1.032 specific gravity. 
Most physicians recommend a properly pasteurized 
milk, 

There are various methods of pasteurizing milk 
today, such as the electric system, the flash sys- 
tem, and others of steam and water. The manager 
of one of our local dairies in my home town stated 
to me that he had found the most practical method 
of pasteurizing was the circulation of hot water. A 
large tank is used where the water is heated by high 
pressure steam, the hot water circulates through the 
coils of the pasteurizer, within 10 degrees of the 
pasteurizing temperature, with a thermostatic control 
preventing the milk from being overheated and pro- 
ducing a scorched or off flavor. He pasteurizes the 
milk at 142 degrees to 143 degrees F. After holding 
the milk thirty minutes at this temperature, it is 
instantly dropped over a cooler, bringing the milk 
down to 40 degrees or better. The milk is then 
ready for bottling and distribution. 

When purchasing milk, know that it is properly 
pasteurized and that it meets definite specifications. 


Canned Goods 


Canned foods have become an important part of 
the hospital pantry. They are now taken for granted, 
but few persons know the extent of research that has 
been and is being carried on to enable the canners to 
produce the quality and variety of canned foods 
now available. 

All canned goods should be purchased by a defi- 
nite procedure. I think an excellent one is to request 
bids, which specify clearly the grade of fruit or 
vegetable wanted, that is Standard, Fancy, Choice, 
Select, etc. with instructions to send samples. Then 
remove labels from samples and scratch a code on 
the tins. This immediately removes all possibil- 
ity of being influenced by a false label as to the grade 
of contents. Open all cans of one food, examine 
carefully, note the amount of liquor, the solidness of 
the pack, and the general appearance of the product. 
All fruits packed in syrup should be tested with a 
Baume hydrometer, and the reading checked with 
the standard degree for that grade. Pour contents 
into a vessel where the pieces can be counted or else 
weigh the entire contents. 

The final test is the tasting. It is well to select 
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three people to conduct this test and when a product 
is agreed up, then determine the name of the packer 
or jobber, and the price. If the highest priced sam- 
ple has been chosen, then consider the second choice 
and see if the lower priced product can be used. 
The remaining sample of the goods selected may be 
put away until delivery of order, when it may be 
used for comparison with a sample from the ship- 
ment. 
Fresh Fruits and Vegetables 

Fresh vegetables and fruits are used in large 
quantities in our institutions, especially in the far 
south where vegetation is luxuriant. The best way 
to buy vegetables and fruits is to go to the market, 
for only by seeing the merchandise can one tell 
whether value is commensurate with price. In deal- 
ing with the jobbers, look at the lowest priced prod- 
uct first, and if satisfied, buy it. If it is not the 
quality you desire, visit the merchant with the second 
lowest price, and so on. A complete knowledge of 
how vegetables and fruits are packaged, and the 
weight of net contents, is absolutely necessary before 
purchasing. I shall discuss briefly the most common 
foods used in hospitals and attempt to point out 
some of the important features in regards to quality, 
packaging and weights. 


As paragus—the two principal market divisions are 
white and green. New England prefers green. 

Examine the entire bunch for general appearance 
of freshness. Grasp a single stalk from a bundle tied 
at top and bottom, and pluck it like a violin string. 
If it breaks or shows a tendency to break it indicates 
old stock. It should pulf out and bend like rubber. 
Examine bottom for dryness and holes which run 
parallel to length of stalk. If wet or if there are 
holes, it means the asparagus is not fresh. It comes 
packaged in small bundles of about 2 pounds each, 
twelve bundles to the crate. The number of stalks 
depends on size and grade: 


Ce ta canaeaaeenel 45 to 50 stalks 
po er er ey 42 to 45 stalks 
PO 045s aa Vedcawasen 35 to 40 stalks 
EMG VOGES .. .csecswseens 30 to 33 stalks 
TE nasi eicccuivaedsae 25 to 30 stalks 
Bete Gah kk cineca Sie 23 to 27 stalks 
eT ee 14 to 18 stalks 


The Select or Extra Fancy are about the right 
size for hospital use. 

Beans, string—There are numerous kinds. See 
how solidly they are packed ; the bean should have a 
silky feeling and should snap in two with no strings. 
The surface must be flat so that the bean inside 
hardly shows. This indicates a young and tender 
bean. The most common packaging is in boxes of 
25 pounds in weight. 









Brussel Sprouts—one of the numerous varieties of 
cabbage. Look out for bottom layers which may 
have soft heads, as the head must be solid. They are 
put up in crates of 32 quarts, one pound to the quart. 


Beets—Cut in half to be sure it is red all through. 
If white streaks show, so-called “whitelivered,” it is 
not tender and will not cook. Packaged in farmer’s 
standard box. 

Broccoli—Must be green with no yellowish tint, 
and must be hard. California packaged 18-24 bun- 
dles to the crate. 

Cabbage—Only those that are crisp, head solid, 
and leaves having greenish tint are desirable. If head 
is too white it may mean frozen cabbage. Split head 
of one to examine for worms. They come for the 
most part in bags of 100 pounds each. 

Cauliflower—A variety of cabbage called “cabbage 
with a college education.”” Heads must be white and 
solid. Be careful of too many leaves which give 
appearance of full crate. Comes 4 to 9 heads to the 
box, 8 to 12 to.the crate. 

Carrots—Come packed, washed, or'dirty. The 
dirty are just as godd and usually much cheaper. 
Size should not be too large. Snap in two and exam- 
ine for coarseness and decay. 

Celery—Well bleached; for firmness squeeze 
whole bunch; if old, will impart a sponge-like feel- 
ing. Examine the parallel grooves of an individual 
stalk; if far apart, the celery is not tender. Pack- 
aged 18 bunches to the box. A low bid may mean 
a packaging of 12 bunches. 


Corn—The finest is Bantam, but this is almost too 
small for institutional use. The kernels should be 
medium size, pierce easily with thumb-nail, have ker- 
nels up to the very tip, and an ear entirely stripped 
to look for worms. Packaged usually 5 to 6 dozen 
to the box. 

Cucumbers—Solid, dark green, with no yellowish 
tinge, slender and firm. As a rule, the firmer the 
better. Packaged 5 to 6 dozen to the farmer’s stand- 
ard box. 

Lettuce—Two most common varieties are New 
York and California or iceberg. The New York 
must be solid, not too dark, a pea green color being 
best. Be careful of waste of outside leaves. Pack- 
aged 30 to 36 heads. The iceberg must have solid 
heads; examine split head for rust, not too many 
wilted leaves on outside. Packaged 2 to 21%4 and 4 
to 5 dozen to the crate. That latter is the best for 
hospital use. 

Onions—There are many kinds. Yellow skin 
used chiefly. The most common test is to pick up 
corner of bag and shake. If they rattle as one would 
expect with dry, firm onions, they are satisfactory. 

Peas—Open pod, examine for uniform size and 


general appearance ; eat a few for testing tenderness 
and sweetness. Packaged in hampers of 25 to 30 
pounds. Tests have shown that about eleven pounds 
of shelled peas come from one hamper. 


Potatoes—Have entire bag dumped into box. Look 
for general appearance of the lot as to uniformity. 
Inspect an individual potato for firmness, for depth 
of eyes (too deep means waste), halve it, examine 
the surface. “If it shows so much juice that slight 
pressure causes it to fall off in drops, it indicates a 
soggy potato. There must be a considerable amount 
of water or juice, but not an excess. The color 
should be a yellowish white; if a deep yellow, it 
is not likely to cook well. Rub the cut surfaces 
together—a white froth caused by the starch content 
will appear around the edges. The more froth, the 
more starch content and consequently the better the 
potato. A further test cf the starch content can be 
made by pressing the cut surfaces together, and then 
loosening hold on one piece. If it still clings to the 
other, this is a good sign. These tests are not infal- 
lible, of course, but they are good guides. Come 
packaged 100 pounds to the bag or 165 to the barrel. 


Spinach—Has deep green leaves of good contour ; 
examine carefully for freedom from sand and as to 
weight of package, which is 20 pounds to the box. 

Tomatoes—Must have reasonable uniformity in 
size ; freedom from deep yrooves, and be solid. When 
cut, the contents must hold together as a firm mass. 
They come packaged in so many ways, the most sat- 
isfactory procedure is to request bids by the pound. 


In regard to fruits, you will find that nearly all of 
them come packaged as to a graded size, the largest 
and most uniform bringing the highest prices. 

Hotels must buy not only for the eating quality, 
but also for the appearance; therefore, they will pay 
a higher price. Hospitals, at least with the exception 
of the private pavilions, are primarily interested in 
the eating quality; that is, if an orange has a mot- 
tled surface, is irregular in shape, but has a fine 
eating quality, the hotel could not use it, but most 
hospitals can. 

When the market is low, and the price high, on a 
standard size fruit, it is profitable for the hospital 
to drop temporarily to a smaller size, which hotels 
and restaurants do not want, and thereby effect a 
worthwhile saving. 

Apples—Inasmuch as there are over 1,500 vari- 
eties, it is impossible to discuss even a few. How- 
ever, the precautions are the same for all. Check as 
to general appearance, halve one to examine interior 
as to general consistency and freedom from worms. 
They are packaged as to size and uniformity. Local 
buys of windfalls, will often represent a definite 
saving despite the bruised surfaces. 
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Cantaloupes—The best variety is the noted “Rocky 
Ford.” The silver grey netting should stand out like 
thick lace on a light olive green body with slate col- 
ored strips running the length of the melon. The 
flesh should be thick, the base dark green shading to 
orange yellow, and firm without watery surface. Be 
especially careful of over-ripe and bruised melons. 
They are packaged most commonly as: Ponies of 
45; Standard of 45’s or 36’s; Jumbo of 45’s or 36's, 
and sometimes in flat crates of Standard or Jumbo 
in lots of 9, 10, 11, 12, or 15, and are then spoken 
of as Jumbo or Standard Flats. 


Honeydews—These should have a yellowish cast, 
not white. A not uncommon procedure for deceiv- 
ing buyers is to bounce a melon gently on the floor, 
which results in softness and, to the unitiated, indi- 
cates ripeness. To get around this, press only the 
end, which should be soft, if ripe; the body should 
be firm. Packaged in size Ponies, Standard, and 
Jumbos of 5, 6, 8, 9, and 12 to the crate. When 
taking bids on cantaloupes or honeydews, indicate 
the size your hospital uses. 


Watermelons—Give attention chiefly to firmness, 
size, and weight. An average good melon weighs 
30 pounds. 


Grapefruit—Must be reasonably free from surface 
blemishes, and uniform in size. Never buy without 
having a sample picked from the box and cut in half. 
Examine for general appearance, and then cut sec- 
tion for tasting. Probably the most important guide 
is the actual tasting of the fruit. It comes packaged 
in many sizes. Size 80’s are most practical for pri- 
vate pavilion, and 96’s for the remainder of the 
hospital. 


Oranges—Florida, which are in season roughly 
from November to April, are thin skinned with a 
rich flavor. Two of the best varieties are Indian 
River and Pineapple. The California oranges are in 
season from early spring to late fall; they are thick 
skinned, have marvelous keeping qualities, and good 
flavor. 

As with grapefruit, the only reliable way is to 
cut a section of an orange and taste it. When buying 
oranges for juice, not only must they be sweet, but 
squeeze the juice from one half and thus estimate if 
they have the expected amount. Oranges are pack- 
aged from 80’s to 288’s. 176’s are good for table 
use and 250’s for juice. 

Last year a deceptive procedure was practiced by 
Florida packers in having the oranges dipped in a 
bath of dye to give unripe and blemished oranges 
a bright, healthy appearance. They were required 
by law to print “color added” on each orange, but 
the lettering was small, and for weeks virtually no 
one was aware of it. The dye itself was inert and 
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harmless, as it was made from vegetables, but the 
practice was base deception. Moreover, the oranges 
were “woody” and green, the sugar content low, 
as they had not ripened to the proper degree, and 
whilst a buyer might complain, they were the only 
oranges offered. The healthy looking skin did much 
to offset the poor quality of the fruit, even with ex- 
perienced buyers. 


Coffee 


The purchase of coffee and tea is a long story in 
itself, but a good grade of either must be purchased. 
The Boston Tea Party made us a coffee drinking 
nation and today we are exceeded in our consump- 
tion of it by only the people of Sweden and Holland. 
I think the best way to buy coffee is to ask a number 
of selected firms to submit samples and then test 
these samples blind, for taste is the all important 
objective. 

The quality of a cup of coffee depends not only 
upon the quality of the coffee purchased but on 
the way it is prepared, the length of time lapsing 
between the grinding of the berry, the making of the 
coffee, and the serving of the beverage. The hospital 
purchaser can buy coffee at almost any price and the 
thing to remember is that poor coffee skillfully pre- 
pared is frequently superior to expensive coffee 
carelessly prepared. 


Tea 
Tea should be purchased in the same manner as 


coffee. Samples of tea should be carefully exam- 
ined, the best leaves being small and tightly curled, 
and free from any twigs. Then brew these samples 
and test. 

Conclusion 


And so a clear understanding of the grade of food 
materials is essential for good buying. If the re- 
quired grade is well understood, and if the goods are 
checked to see that they measure up to specifications, 
competitive bidding for foodstuffs gives a reliable 
method of purchasing. This system is workable only 
when dealing with reputable firms. All goods re- 
ceived must be carefully checked for quality and 
quantity so that any discrepancy can be adjusted 
promptly. 

In conclusion, I would like to leave with you the 
words of Joseph Mills, they may be well remembered 
in regard to the purchase of any commodity neces- 
sary in operating a hospital. He says that “materials 
of lesser quality than required for a given purpose, 
purchased merely on the basis of price, or materials 
purchased of excess quality, superior to the require- 
ments at high prices is false economy. The purchase 
of materials of proper grade, suitable to the require- 
ments, in proper quantities at fair prices on the then 
existing market is the most economical procedure.” 





The Ideal Nurse Anaesthetist 


SISTER JOHN EDWARD, S.C., R. N. 
Good Samaritan Hospital, Dayton, Ohio 


M. INTEREST in the science and art of an- 


aesthesia and my devotion to the calling of nurse- 
anaesthetist, combined with my high esteem for the 
spirit animating this organization, are responsible for 
the subject I have elected to discuss—The Ideal 
Nurse Anaesthetist. 


Anaesthesia Among the Ancients 


By way of preface I would relate something of 
the story of anaesthesia that has come down to us 
even from the remotest ages of history. I would 
recall a few of the many attempts made in far-away 
times to render a sufferer insensible to pain. While 
it is beyond my power to connect these ancient ef- 
forts, link by link, with the success of modern anaes- 
thetics, a fascination for prying into the distant past 
urges me to mention these old endeavors to escape 
from pain. 

In the second chapter of Genesis, twenty-first 
verse, we read: “Then the Lord God cast a deep 
sleep upon Adam; and when he was fast asleep, 
He took one of his ribs, and filled up flesh for it.” 
The Talmud, a Holy Book of the Jews, contains ref- 
erences to the ancient use of drugs for inducing 
sleep, and other historical records say that both the 
Jews and the Chinese gave condemned criminals nar- 
cotic preparations to lessen the agony of horrible 
tortures inflicted upon them. 

The earliest literary mention of an anaesthetic oc- 
curs in the Odyssey where Homer sings of Helen 
“casting a drug into wine whereof they drank, a drug 
to lull all pain and anger and bring forgetfulness of 
every sorrow.” 

Herodotus, the Greek historian, speaks of the 
Scythians as inhaling a variety of hemp which caused 
sleep. This was probably the same plant which still 
furnishes hashish (hash esh) to the Orientals. In 
the chronicles of ancient Rome we find evidence of 
the use of drugs to stupefy against pain. Pliny, the 
‘Roman author whose “Natural History” has given 
later historians “Color and detail to embellish their 
descriptions of life at the opening of the Christian 
era,’ mentions the analgesic power of the rocket 
plant and the mandrake, a wine infusion of which 
was sometimes taken by criminals about to undergo 
scourging or crucifixion. 
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In the play “Cymbeline” Shakespeare makes the 
court physician, Cornelius, prescribe a drug 
“Which will stupefy and dull the senses awhile, 
but there is 
No danger in the show of death it makes, 
More than the locking up of the spirits a time, 
To be more fresh, reviving.” 

And so on, down through the centuries we find 
records of the use of drugs to deaden pain, until 
we come to the discovery and employment of gen- 
eral anesthetics about ninety years ago. 


The Qualifcations of the Nurse-Anaesthetist 


Here I leave history and go back to “The Ideal 
Nurse Anaesthetist,” as we would have her in the 
year of Our Lord 1936. And now, let us consider 
the qualities she must have to succeed in her noble 
calling: 

First, there must be the sympathetic understand- 
ing of pain which produces that tender, quiet, inde- 
finable power of assuring the sufferer that his mis- 
ery is realized and shared—a gentle, soothing min- 
istration of comfort, under whose spell terrors and 
desolation take flight ; the ability to see in every face 
in hospital ward or room, the visage of the Ideal 
Sufferer on the Cross, and to hear across the years 
the words which once again on the last day shall 
ring from the ramparts of Heaven: “As long as you 
have done it to one of my least brethren, you have 
done it unto Me.” These the requisites. This the 
portrait of the Ideal Anaesthetist. 

Is there any terror comparable to terror of the 
surgeon’s knife? Is there any desolation more deso- 
late than the abandonment felt by the patient who 
is wheeled for the first time into the operating room 
where he may find life, or he may find death? To 
the patient who is wheeled into the surgery with 
these feelings, what a source of comfort and of hope 
is the quiet figure who meets him at the door with 
smiling assurance and casually leads him into con- 
versation that holds in abeyance the thought of the 
coming ordeal and who when the crucial moment 
arrives bends over him with eyes that see his pain, 
his terror, his desolation, his aloneness; with firm, 
cool fingers that calm his racing pulse, with strong 
confidence that allays his fears; with soft voice soon 
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to sound infinite depths away, persuading: “Take a 
deep breath. That is fine! You are doing splen- 
didly.” And when the blackness begins to swoop 
down upon him, save for one whirling spot of light, 
he does not fight the terror, because he knows that 
that source of hope and comfort is standing right 
at his head, ready to sense danger and to save him 
from it. Thus, confidently, the patient lapses into 
unconsciousness, because among the faces above him 
(the surgeon’s—keen and alert and skilled, vet some- 
times professionally impersonal, and the attendants’, 
of necessity, absorbed in the surgeon). His closing 
eyes have glimpsed the sympathetic face of the anaes- 
thetist who sees no one in the room but him, who 
is her special care. 

The gulf of terror bridged for the patient, the 
anaesthetist owes him one more important service. 
She should accompany him back to the room after 
the operation. I need not detail for you the dan- 
gers consequent upon a relaxation of vigilance when 
the patient is coming from under the influence of 
an anaesthetic. The orderly or attendent cannot meet 
the exigencies of the case, for which the anaesthetist 
is specially trained. Arriving at the room, she should 
be alert to notice any condition in the room that 
might lead to post-operative complications. Then 
day after day, until the patient is ready to leave the 
hospital she must evince an active interest in the 
patient’s welfare. — 


The Surgeon and the Nurse-Anaesthetist 


Does idealism on the part of the nurse anaesthetist 
end with her conscientious duty toward the patient? 
By no means. There is yet a higher ideal—the ideal 
by which she becomes the co-partner with the sur- 
geon in his divine art of rebuilding the broken body 
which is the dwelling place of Divinity. The anaes- 
thetist owes a sacred duty to the surgeon with whom 
she is working. She must have interest in surgery 
and some knowledge of it, and she must have inter- 
est in the welfare of the surgeon. She must think 
quickly, but act deliberately and with conviction. 
She is the mediary between the patient and the sur- 
geon. She is the monitor, the adviser, the signaller 
of the S. O. S. to the surgeon. Every heart beat of 
the patient, every breath, every slight indication of 
change or evidence of shock, she must note. She 
must observe caution in controlling the intricate and 
delicate mechanism of the human body on the table 
before her. And in so far as she observes this cau- 
tion, so far does she make herself worthy of the 
absolute faith and confidence that the surgeon places 
in her valuable judgment which has been acquired by 
experience. 


What the Surgeon Requires of the Nurse- 
Anaesthetist 


What does the eminent and conscientiqus surgeon 
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require of the anaesthetist? 1 recently put this ques- 
tion to just such an eminent surgeon. This is his 
reply: 
The surgeon requires of her 
Off Duty That she be courageous and forbearing 
That she be a student of the Liberal Arts 
That she be progressive and liberal in her 
acceptance of new and advanced ideas in 
her field 
That she attend the association meetings 
of her profession 
That she observe the Golden Rule 

On Duty That her own physical condition be of the 
very best . 
That she be alert and observant 
That she speak only when necessary 
That she modulate the tones of her voice 
That she be conservative, yet simple and 
natural 
That she think quickly and anticipate 
emergencies 
That she guard against rushing—( Better 
not to administer an anaesthetic at all, if 
-she cannot spare time to its proper ad- 
ministration ) 
That she be patient and practice forbear- 
ance 
That she be confident and competent 
That her dignity and efficiency inspire 
confidence 
That her thousandth anaesthetic be more 
carefully administered, if possible, than 
her first 

High ideals, you may say, but we are speaking of 
the Ideal Anaesthetist, not of the mere machine. The 
surgeon depends, to a great extent, upon his anaes- 
thetist for the success of his work. Yet, the anaes- 
thetist must always remember that with the surgeon 
rests the final decision in all matters, that his is the 
final responsibility, and that to him she owes splen- 
did cooperation. Dare she fail him? Dare any 
young woman enter the profession with only the 
means of earning a livelihood as her motivating prin- 
ciple? Is it not her bounden duty first to set be- 
fore herself the supreme ideal, then to enter heart 
and soul into her training that she may excel in the 
application of the fruits of that training? Medi- 
ocrity should have no place in the vocabulary of the 
professional anaesthetist. Too many tragedies stand 
as memorials of lack of skill and training in this 
profession. Mediocrity in our line of work is twin 
sister to criminal neglect. Avoid it. 

In these closing words of her ‘message to the 
Association in 1933, our esteemed President, Miss 
Agatha C. Hodgins established a high ideal for the 
members of this association: 

“Let us keep our abiding faith, that each com- 





ponent group, now building their part of our organ- 
ization, may so embody in their work the spiritual 
qualities of courage, simplicity, endurance and good 
judgment, that the integral whole may give warmth, 
light, and security to the present generation and be 
of continuing beauty and usefulness to generations 
coming after us.” At that same meeting the dis- 
tinguished speaker, Mr. Robert Jolly, paid high trib- 
ute to Miss Hodgins. Quoting Emerson: “Every 
successful institution is the lengthening shadow of 
some man or woman, Mr. Jolly said: “Your insti- 
tution is the lengthening shadow of Miss Hodgins.” 

Somewhere, long ago, I came across these lines: 

“This learned I from the shadow of a tree, 

That to and fro did sway upon the wall; 

Our shadow selves—our influence may fall 
Where we can never be.” 

In Miss Hodgins’ own words, her spiritual quali- 
ties of courage, simplicity, endurance and good judg- 
ment shall give warmth and light and security to 
those fortunate to come under her influence, and 
shall be of continuing beauty and usefulness to gen- 
erations of nurse anaesthetists who shall never look 
upon her face. 


The Cultural Training of the Nurse- 
Anaesthetist 


A final point—The cultural training of the young 
woman who enters the professional field: 

Culture is not a luxury to be enjoyed by only the 
few. It is as essential to the nurse as it is to the 
social leader. The anaesthetist whose ear is attuned 
to the warbling of a bird or to the harmony of a 
symphony; or who can see list as 

“"..a many colored dome of glass 
Staining the white radiance of Eternity” 

will not be less attentive to her calling to preserve 
that life. “When a woman’s mind can feed on music 
and art and literature, her happiness grows out of 
her work as the color-petals out of a flower. She 
is faithfully helpful, and compassionate, and all her 
emotions become steady, deep, perpetual, and vivify- 
ing to the soul as the natural pulse to the body.” 

“Mighty of heart, mighty of mind—magnanimous 
—to be this,” says Ruskin, “is indeed, to be great 
in life; to become this increasingly, is indeed to ad- 
vance in life—in life itseli—not in the trappings 
of it.” 








The Manufacture and Use of Absorbent 
Cotton Balls or Wipes 


The Saint John General Hospital has given some 
considerable study to the manufacture and use of 
absorbent cotton balls, or wipes. 

For a considerable period these have been made in 
the orthodox way, while for a short period we 
utilized those put up by the supply houses, for the 
purpose of comparative studies. The latter we did 
not find satisfactory, either from the practical or 
cost side. ; 

For some months we have changed our procedure, 
which is now as follows: Absorbent cotton is cut in 
nine inch strips, each one inch wide. Each strip is 
shredded, and by winding around the finger they are 
speedily made up. 

From one pound of an excellent grade of ab- 
sorbent cotton we make 1700 cotton balls, each 
weighing fifteen grams. We find these have suffi- 
cient absorbent qualities, and are particularly well 
liked. 

We find, also, that not only have we improved the 
efficiency of this insignificant but very important 
article, but that we have reduced our expense ap- 
preciably. 


Part-Pay Medical Care 


An experiment in part-pay medical care has been 
conducted for the past two years in a part-pay clinic 
at Berkeley General Hospital, Berkeley, California. 
Five hundred patient visits per month were cared for 
by sixteen doctors, one nurse, one social worker, and 
a small office force. Approximately eighty new pa- 
tients are accepted each month, and there is a daily 
average of seven patients in the hospital as in- 
patients. 

This department is supported solely by the pay- 
ments from patients; it has received no grants or 
aid from any person, or group. 

Roughly speaking, the patients can be divided 
into three classes; First, the class which is tempo- 
rarily unable to pay for a private physician; second, 
the class which will be unable to pay for a private 
physician for some time but whose income makes 
them ineligible for free care; and the third class, 
which consists of patients accustomed to receiving 
free treatment. By a system of extended payments 
the first two classes receive the necessary medical 
care without accepting charity, and the third class 
is educated to the idea of paying for medical care. 
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Working with the Doctors 


JOHN E. RANSOM 
Assistant Director, The Johns Hopkins Hospital, Baltimore, Maryland 


|; EFFICIENCY is conditioned in part 
by the degree of sympathetic understanding and co- 
operation existing between the professional staff and 
the administration. The medical staff has the re- 
sponsibility of maintaining a high standard of 
professional care of patients. The Board of Trustees 
and its executive officer, the superintendent, are 
responsible for the efficient operation of the hospital 
in all of its many aspects. In practice, however, the 
functions of the staff and the administration are not 
exclusive the one of the other, since both are working 
to produce the same result, namely: service to the 
community through adequate care of the sick. Means 
and methods of obtaining and maintaining a har- 
monious working relationship between the staff and 
the administration vary somewhat in different hos- 
pitals. Much of the actual work done toward this 
end is performed by boards and committees. 
The Rules and Regulations of the Johns Hopkins 
Hospital provide that there shall be a Medical Board 
and an Associate Medical Board. 


The Medical Board 


The Medical Board consists essentially of the 
director of the hospital and the chiefs of the several 
clinical divisions. Its function is broadly defined— 
“To advise the Trustees in all matters relating to the 
welfare of the hospital.” In this paper no attempt 
has been made to discuss the work of the Medical 
Board or to evaluate its service to the hospital. 


The Associate Medical Board 

The Associate Medical Board is composed of 
“three members of surgery and its subdivisions, 
three of medicine and its subdivisions, one of pedi- 
atrics, one of psychiatry, one of obstetrics, one of 
pathology, and two members at large.” By courtesy, 
the director of the dispensary is a member of this 
board and serves as its secretary. The function of 


this board is “to make recommendations to the Med- 


ical Board or Director in matters pertaining to the 
clinical service of the hospital and dispensary.” 
During the last few years the reorganized Assbciate 
Medical Board has done much efficient work within 
its field and particularly in relation to the Out-Pa- 
tient Department. 

The Survey of the Out-Patient Department 

Among the tasks undertaken by the Associate 
Medical Board was that of making a critical survey 
of the operation of the out-patient department for 
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the purpose of determining what might be done to 
improve the work of the dispensary in its several as- 
pects, viz.: the professional care of patients, the 
teaching of students, the training of staff members, 
and clinical investigation. The committee charged 
with making this survey wrote a letter to the physi- 
cian-in-chief of each clinical service in the out-patient 
department, requesting his comments and sugges- 
tions. Other active and interested dispensary 
physicians were interviewed. All of the data thus 
obtained was studied by the committee and the per- 
tinent and practical suggestions were embodied in 
recommendations through the Associate Medical 
Board to the Medical Board. These recommenda- 
tions fell into four general categories: 

(1) Additional personnel and equipment. 

(2) Specific changes in administrative procedures. 

(3) Improvements in the relationships between 
teaching activities and professional work in Dispens- 
ary Clinics. 

(4) Recommendations affecting professional per- 
sonnel and the relationship of the Out-Patient De- 
partment to the House Services. 


The Committee’s Recommendations 


Among the specific recommendations made by the 
Survey Committee, approved by the Associate Med- 
ical Board and the Medical Board, and made effective 
by the hospital administration were the following: 

That the laboratory service for the out-patient 
department be increased and arrangements be made 
for better supervision of that service. 

That each dispensary clinic designate one or more 
senior members of its staff as consultants; that one 
or more of these consultants be present at each clinic 
session ; and that a new blank form be employed for 
the recording of consultation data. 

That some arrangement be made for the refilling 
of certain prescriptions for dispensary patients with- 
out a clinical revisit on the part of the patient; or 
that staff physicians be permitted to prescribe larger 
amounts of certain medicines for patients who may 
need to consult their doctors at infrequent intervals. 

That the making of routine physical examinations 
in dispensary clinics for clients of social agencies to 
determine their fitness to work be discontinued. 

That the hospital and medical school adopt a gen- 
erous policy of promotion as a reward for faithful 
and competent work in the out-patient department. 










































In all, twenty-six specific recommendations were 
made by the Survey Committee. 

Putting the recommendations into effect was facil- 
itated by the fact that they had originated with the 
staff rather than being superimposed on the staff by 
the hospital administration. 


Nomenclature and Diagnosis 


Another matter that has been studied and acted 
upon by the Associate Medical Board is that of 
nomenclature and diagnosis file. The committee 
appointed to look into this matter concluded that the 
system of nomenclature we were using was no longer 
adequate and that a better system of recording diag- 
noses should be adopted. After careful study, it 
was decided to recommend the adoption of one of 
the published systems of nomenclature with certain 
modifications. It was also recommended that a 
modern punch card system of recording diagnoses 
be installed, and that changes in our history room 
organization and personnel necessary to the success- 
ful handling of a diagnosis file be made. All of 
these recommendations of the committee were 
adopted by the Associate Medical Board, approved 








by the Medical Board and have been put into efiect 
by the hospital administration. 


Revision of Formulary 


Another Committee of the Associate Medical 
Board is now engaged in revising the Formulary 
used on the wards and in the out-patient clinics. 

These are examples of definite tasks undertaken 
by the Associate Medical Board which have producea 
and are producing concrete results. However, other 
values less easily measurable but no less significant 
are being created and enhanced by the activities of 
this Board. Most of its members are actively en- 
gaged in clinic service in the out-patient department. 
They are finding a degree of satisfaction in their 
work as members of this board because of the fact 
that their recommendations and suggestions are given 
serious consideration by the hospital authorities, and 
are being put into effect whenever practicable and 
expedient. For the director of the dispensary, this 
Associate Medical Board constitutes a sort of cabi- 
net from which he may obtain not only action on 
specific problems which he may present, but wise and 
friendly counsel as well. 








On the Trustee Honor Roll 


William G. Low, one of Brooklyn’s distinguished 
citizens, recently celebrated his ninety-second birth- 
day. He has been a trustee of the Brooklyn Hospital 
since 1877. Mr. Low has served in various offices 
of the hospital, and was president of the Board of 
Trustees of the hospital from 1891-1898; he takes 
an active interest in the affairs of the institution, and 
has attended every meeting of the Board of Trustees 
this year. 

Mr. Low is probably the oldest trustee, in point 
of continuous service, on any hospital board on the 
continent. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associ- 
ation is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 











Rear Admiral Blackwood Retires 


Rear Admiral Norman J. Blackwood, U. S. Navy 
and Medical Corps, retired effective April 1, as 
director of the Provident Hospital, Chicago. Dr. 
Blackwood took over the directorship of Provident 
Hospital upon its reorganization, and during the past 
five years established this institution as one of the 
leading hospitals for colored patients in the United 
States. 


He maintained close contact with hospital organ- 
izations, and the hospital field will lose, in his retire- 
ment, one of its most constructive administrators. 


Dr. Blackwood has retired from active administra- 
tive life in order to enjoy the emoluments of a very 
active and useful career as a medical officer in the 
United States Navy and a leading administrator in 
the hospital field. May his paths lead among pleas- 
ant places and all the joys of life come to him and his. 





American Heart Association Session 


The Twelfth Scientific Session of the American 
Heart Association will be held on Tuesday, May 12, 
9:30 a. m. to 5:30 p. m., at Hotel Phillips, Kansas 
City, Missouri. The program will be devoted to 
Cardiac Insufficiency. 
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The Patient and His Account 





MOIR P. TANNER 


Assistant Superintendent, Buffalo General 
Hospital, Buffalo, New York 


=. COLLECTION of accounts is one of the 
most important phases of business, and it is no 
different in the hospital than in any other organiza- 
tion. I have been asked to discuss this procedure 
with particular emphasis on the methods we follow 
here at the Buffalo General Hospital. 

About six months ago we abolished the system of 
billing in advance. At the end of the week the pa- 
tient receives the first statement of his account. 
This is a deviation from the usual procedure used in 
most hospitals. Nothing is more upsetting to the 
patient, we found, than to have his bill presented 
about twenty-four hours after admission, with the 
admonition, subtle as it might be, to “Please Remit.” 
It is interesting to note that the variation charged to 
the account receivable ledger with this methed rather 
than with the “billing in advance” routine to be 
almost negligible, and the increase in good will we 
know is extremely worthwhile. Every morning the 
histories of the previous day are placed on the desk 
of the superintendent or assistant, and are personally 
checked by him. The three C’s of the credit risk, 
Character, Capacity and Capital, are as carefully 
analyzed as this meager information will allow. This 
can be reasonably well accomplished by noting ad- 
dress, occupation, and place of employment of the 
patient or next of kin. Use is made of the local 
credit clearing house of which the hospital is a 
member. Those cases that do not look like good 
risks are given to the business office for immediate 
checking, and a report of their findings is back 
within twenty-four to forty-eight hours. This may 
consist of telephone calls to the employer, a talk with 
the patient’s relatives or possibly with the patient 
himself, if his condition will permit. 

Not considering the enormous amount of work 
charged to various welfare agencies we find our 
annual earnings to be over four hundred thousand 
dollars ($400,000.00). Of this amount approxi- 
mately ten per cent is placed on the account receiv- 
able ledger, and our collection of this amount is 
reasonably high as our write-off for bad accounts is 
less than two per cent a year. 


Creating Good-will in the Collection 
of Accounts 


The three main objects of any collection depart- 
ment are: 


First—Collect the debt 


Second—Collect the debt, retaining the customer’s 
good will 


Third—Collect the debt promptly and retain good 
will 

This matter of good will is the reason we do not 
have a separate department to take care of this duty. 
When a patient leaves the hospital and advises the 
cashier he can not pay the account he is asked to 
go to the superintendent’s office about the matter. 
All that has been done to create good will by the 
doctors, nurses, and all the rest of the hospital fam- 
ily can be so easily and completely undone here. This 
can best be explained by an incident that happened 
just a few days ago. A representative of one of 
the larger local stores stopped in the office feeling 
very embittered about a mutual acquaintance who 
had closed her account. It seems that the customer 
had received a statement with a more or less general 
reminder that it was time to remit. The customer 
refused the explanation that “the girl” had made an 
error. How different the story might have been if 
a competent person who was familiar with the cus- 
tomer, her account, her method of paying, etc., had 
personally checked the employee’s routine. 

Cassell, one of the better known writers on this 
subject, very properly defines collecting with reten- 
tion of good will as constructive collecting, and col- 
lecting without regard for good will as destructive 
collecting. For that reason, as much as any other, 
the superintendent’s office not only takes care of 
adjustments that are necessary, but makes all the 
arrangements for the patient to pay after discharge. 
Large forms, similar to an application for credit at 
a commercial bank, have been required to be filled 
out by the patient. Equally as good results are ob- 
tained by interviewing the applicant and displaying 









a willingness to help him. Notes, which we will 
discuss later, are accepted and installment payments 
arranged for, if necessary. It is extremely impor- 
tant to place all the information gathered from the 
debtor on the ledger sheet, ample space being pro- 
vided for that purpose. 

Not long ago a patient from a neighboring city 
asked his nurse to call the office and request that 
some one call on him. The matter was relayed to 
the assistant’s office, who made the call and was 
asked, “Why is it that I have had no bill and I have 
been in the hospital for almost a week?” It was 
explained, and he told of an interesting experience 
his wife had recently been subjected to in their local 
hospital. It seems she accompanied their small niece 
to the hospital for a tonsillectomy, but before the 
patient was admitted she was told it would be neces- 
sary for her to sign a form signifying her personal 
responsibility for the account, despite the fact that 
the family was one of the city’s best known and most 
influential. They will never forget this, and probably 
will never be able to’ understand the hospital’s in- 
sistence. We had learned all we needed to know 
about our patient a short time after admission. 

Hotels intelligently issue credit cards. Why? 
Good will is probably the best answer. While we can 
not be that commercial we can learn a most impor- 
tant and helpful lesson from this procedure. 


The Tools of the Collection Department 


The tools of the collection department are the 
invoice, statement, collection letter, note, draft, tele- 
phone, telegram, collector, agency, attorney. Some 
of these we will briefly discuss as we proceed. A 
systematic collection routine is necessary for the 
proper functioning of this department. Care should 
be taken, however, to see that the monotony of its 
procedure does not destroy its efficiency. It should 
be most cautious to avoid a rut. The personnel of 
this collection system is most difficult to secure and 
in the hospital it must act as the organization’s pub- 
lic relation department as well, a function as 
important to the hospital as to industry—perhaps 
more. 

The superintendent’s office, as we have said, takes 
over the duties of collecting. The assistant super- 
intendent personally analyzes the ledgers at least 
once each month, writes all collection letters, and 
makes use of the other collection tools as each case 
seems to warrant. Routine analysis of the ledgers 
oftener than this has proven of little or no additional 
value. Please note that form letters are not used. 
All letters are written to fit the occasion and the 
recipient. Form letters are not as a rule effective, 
as the debtor feels that there is merely a system and 
not a personality behind it. Some form letters are 


made to appear as a personal appeal and they may 
have some value, but there is considerable doubt in 
the minds of various authorities regarding this point, 
All, however, should bear penned signature. The 
replies to individually dictated letters are far greater 
than to any type of form communications. 


Live Accounts as Real Assets 


Replies keep the account alive and live accounts 
are real assets. These personal letters do not need 
to be long. We have made use for some time of a 
dictating machine, and the letters are transcribed by 
a competent young lady who combines the duties of 
night telephone operator and typist. This eliminates 
extra personnel in the department and should work 
equally as well in any hospital. It is extremely im- 
portant that all replies received from debtors be 
promptly answered. These collection letters should 
be forceful and most of all brief, and these short let- 
ters attain force by the use of short pointed sentences. 


Collection Letters 


It should be remembered that “a collection letter 
is an ambassador on a difficult and delicate mission.” 
I recently read a book entitled “Unique Collection 
Letters.” Practically none of them could have been 
used in hospital work. Our type of collecting must, 
above all else, be dignified. There is no place for 
freak letters and you have undoubtedly noticed that 
those who have attempted humorous collection let- 
ters have made a sorry mess of it. 

In sending out statements where collection letters 
do not seem necessary it is quite a common practice 
to use rubber stamps. The collection man addicted 
to the use of rubber stamps usually has a variety 
from which his selection is made. Others use re- 
minders printed and gummed, attaching them to the 
statement. These can also be purchased, many con- 
cerns having dozens of stock designs and phrases 
from which to choose. Such stamps and stickers 
rarely give any offense, unless they are injudiciously 
used, since it is realized that they are stereotyped and 
impersonal. For the same reason they are frequently 
ineffective. We have found that a typewritten mes- 
sage on our statements to out-patient accounts is 
much more valuable than rubber stamps and stickers. 
It is possible to make the comments more personal 
and direct, and to say considerably more. A penned 
notation is also used to very good advantage. 

The promissory note is in wide use, especially in 
hospitals. It has, however, degenerated into merely 
a collection instrument, and as such it is regarded 
only as a makeshift. Its use marks a feeble step 
in collection procedure, but there is, perhaps, some 
psychological value, although no use is made of the 
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bank, but in most instances not enough value to com- 
pel the debtor to pay. 

The draft is one of the harsher collection tools 
which is decreasing in favor. We make no use of 
it whatever. 

It would hardly seem necessary to suggest the use 
of the telephone in collection work, because the use 
of that instrument has become so common that it 
would seem most natural to turn to it. Nevertheless 
some credit men are so accustomed to making the 
collection appeal by letter that they are inclined to 
employ such a medium even when the telephone is 
right at their elbow. Great care, however, is neces- 
sary in the use of the telephone. It should not be 
the first medium used despite the high regard some 
collection executives have for it. It can be most 
effective if judgment governs its use. It saves time 
and brings back a speedy, definite reply. It permits 
a variation of the appeal which is impossible in a 
letter. It can be repeatedly used without offense to 
the debtor, with, of course, more than ordinary tact 
on the part of the collector. It is only slightly less 
advantageous than a personal interview with the 
debtor. Our department has also used the telephone 
in out of the city collections, when letters have been 
non-productive. We would recommend its use be- 
fore giving an account to an outside agency or 
attorney. No better method can be found to deter- 
mine just where you stand with your debtor and 
what chances you have of collecting his account. 


Two or three years ago we employed a personal 
collector, feeling that this medium has a place in 
collection procedure, which is hardly filled by any of 
the others. He is employed on a commission basis, 
the percentage varying on several factors, such as 
the size and age of the account, location of the debt- 
or, etc. Despite the severe objection raised by many 
collection officials regarding this method, we have 
found it to be most efficient. Everything depends, 
however, on his personality and how effectively he 
has been schooled by his superiors in the retention 
of good will, even with this type of debtor. We have 
never had a complaint from debtors who have re- 
ceived calls from our personal representative, and 
many have returned as patients and requested he 
again take care of their payments. 


The Employment of Collection Agencies 
Unsatisfactory 


Scarcely a week passes without one to three calls 
from collection agencies anxious to carry away a 
list of accounts for them to work on. We would not 
have been fair to ourselves if we had not tried this 
method. We can safely say, however, that results 
have not been satisfactory. They use practically 
the same procedure as the attorney. The. difference 


is in name rather than in function or method. The 


collection agency has no means of collection, not 


available to the credit man, nor has it discovered any 
secret methods of greater effectiveness. Their suc- 
cess is due to two factors: 

First—The psychological advantage of being the 
third party whom debtors often realize will force 
collection where the credit man would not. 

Second—Lack of proper collection routine within 
the hospital’s organization, : 

The first reason is the only one we can find to 
justify the use of this collection tool. When one of 
these representatives tells you that they have col- 
lected hundreds of dollars for this or that hospital 
and have been ninety per cent effective, you can 
readily imagine that a lot of money might have been 
saved. These organizations differ a great deal, and 
extreme care should be used in the selection of an 
agency. There are, however, very reputable houses 
doing a good job of collecting. It must be borne in 
mind that when the account is referred to an agency 
or attorney all friendly relations are terminated. It 
is the relentlessness of the agency that often pro- 
duces results. 

The local attorney is perhaps enough unlike the 
agency to merit brief mention. He has an influence 
not possessed by a collection office. Many collectors 
believe his efforts are more effective because he re- 
ceives the full commission for the service, but it is 
probably due to his closer proximity to the debtor. 

The collection department, wherever it may be in 
the hospital, should have its own file. Reliable 
records are important and collection letters should 
not be kept in a general file. Just a word regarding 
the hospital personnel who, by reason of their work, 
daily come in contact with the patient and his ac- 
count. Severe methods are not constructive, and it 
is a proven fact that the attitude of the collection 
official is patterned by this group of employees. 
Occasional meetings of an informal nature are not 
only effective in the handling of these matters, but 
are beneficial to the superintendent and employee 
alike. The ideal collection department is optimistic, 
but this should not prevent the use of modern meth- 
ods of investigation and collection. 

The collector and his assistants must learn the 
fullest meaning of co-operation, both inside and out 
of the hospital. They must learn to avoid excite- 
ment and to produce no antagonism; it is equally 
essential that they do not become irritated or angry, 
but conduct their business with the patient or his 
family in a fearless, confident, courteous and helpful 
manner. There is no surer way to safeguard the 
hospital’s reputation than to collect the money due 
the institution, but to collect it by the use of equita- 
ble, systematic and constructive methods. 








Some Danger Signals 
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An important function in community rela- 
tionship, and one which the hospital superin- 
tendent frequently overlooks is the value of 
their leadership, and that of the members of 
the hospital staff, in public education on general 
health as well as on hospital topics. 

Dr. Agnew’s article has been published as 
an illustration of the type of talk which hospital 
administrators can adapt, and which has proven 
popular at meetings attended by the lay public. 
The interest of hospitals, their administrators, 
and their professional staffs in the prevention 
of disease is valued by the lay public, and 
results in a better appreciation of the Work 





which our hospitals are doing. 








Ws WE SPEAK of “Danger Signals” 


we think of those that we meet in our everyday life. 
We think of red signal lights, of warning bells and 
foghorns, of wigwags, and of checkerboard signs. 
These are the man-made products of our civiliza- 
tion. We may not like to see these signs. We may 
use Biblical language when the gate at the railroad 
crossing blocks out way, or we see a “detour” sign 
ahead, but deep down in our hearts we are glad that 
the warning signal is there. We realize that many 
here tonight might not have been here if danger sig- 
nals for traffic had never been invented. 

So with our bodies—Dame Nature has evolved a 
marvelous mechanism and there is nothing more 
wonderful and more inspiring in all nature than the 
living animal. Nobody but the anatomist, the physi- 
ologist or the biochemist can really appreciate how 
unbelievably complicated is our body or how remark- 
able are our defenses against disease or breakdown. 
We usually use the word “awful” in the wrong sense, 
but it is most correct to say that our bodies are 
“awful’—i. e. they fill us with awe. Nature has 
provided us with many danger signals and it be- 
hooves us to pay as much attention to them as we 
do to traffic lights or our oil gauge. 

Pain 
What are a few of these danger signals? Let us 
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consider pain for instance. We all hate pain; we'll 
take anything that comes in a bottle or as a pill to 
get rid of it, but really pain is one of our best 
friends. I'll tell you why. It is often the first 
warning that something is wrong inside. We have 
indicators on our dashboard, or instrument panel, 
to tell us when the engine is getting too hot, or the 
oil or gas is getting low. Pain is our indicator— 
our warning signal—and instead of smothering it 
with sedatives or doping it with something stronger, 
we should endeavor to find out why we have the 
pain. The time to “get” a gastric ulcer or an in- 
flamed appendix or a decayed tooth is early—when 
something can be done to correct the trouble. 

The trouble is that in some diseases pain is not 
an early symptom. This is particularly so in some 
forms of cancer, with the result that the disease 
may be so well advanced before pain drives the 
patient to consult the doctor. Any indigestion com- 
ing on in middle life, or changing its symptoms, 
should be carefully studied, and every lump in the 
female breast should be examined by a physician 
whether it be painful or not. So much for pain. 


Shortness of Breath 

But we have other danger signals—There is 
shortness of breath on climbing hills or going up- 
stairs. As we get older a little puffing is natural for 
sedentary office workers or stout people, but if dis- 
tressing, or if it continues for more than a couple 
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of minutes, your heart should be checked. It may 
just be flabby, like the rest of you, from lack of 
exercise—but it may be more. Puffiness of the 
ankles may also be significant. 

It is most important that we remember that we 
are not as young as we used to be. A recent writer 
stated that the most dangerous affliction for a man 
of middle age was vanity. It had caused more 
deaths than cancer. I think he was right. The man 
over forty refuses to admit that he is not capable of 
what he could do at twenty or at thirty. He may be 
able to show the same strength for a few mo- 
ments, but he cannot keep it up. His recovery from 
exertion takes longer. 

For the last two weeks we have been beset with 
snowdrifts, and in my city two prominent citizens 
died suddenly after pushing their cars out of snow- 
banks. I wonder how many scores of deaths are 
due to this same factor every year? The man facing 
the greatest danger is the big healthy fellow who 
has the strength of an ox, prides himself in it, and 
takes chances—that the little or delicate fellow 
wouldn’t take. 

The human mechanism cannot stand the tension 
and pressure of the modern executive’s life with the 
result that all too many of our most valuable leaders 
pass out suddenly in their prime. We need a new 
philosophy of life; a philosophy of life that will let 
us be content to do a little less each day, direct fewer 
activities, go to fewer places, eat a little less—a great 
deal less, smoke less, drink more “aqua pumpis’”— 
or perhaps I should say “aqua tapis’”—and less of 
the stimulating drinks. 


Change in Weight 

Let us consider another danger signal. Change 
in weight. How we have tried to change it! And 
how it stays just where it was—or bounces back 
higher than ever. 

Suppose we are going along about as usual and 
begin to lose weight without reason. It may mean 
nothing ; it may be related only to exercise, or change 
of diet or a little worry, but it may mean something 
very serious—such as tuberculosis or a goitre in a 
young person, or cancer or kidney.change in an 
older person. Any undue loss certainly should be 
checked up. 

Suppose we start to gain suddenly. Around the 
thirty-five or forty mark that is to be expected. 
Thank goodness we do not always stay as thin as 
many of us were at twenty. But a sudden gain 
or one that goes on without pity may mean a pro- 
found change in one’s constitution, and should be 
checked up. 


Visual Changes 


So with disturbances of vision. We all expect to 
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find our eyes grown old like the rest of our body, 
and this can be corrected by glasses, but blind spots, 
or double vision or dancing specks before the eyes 
may have such serious significance that your family 
doctor should be consulted without delay. 

One could mention a great many danger signals, 
such as persistent headaches, great thirst, getting up 
at night, bleeding, mental changes, etc., but perhaps 
this is not the place to give a lecture on clinical 
diagnosis. 


Heed the Danger Signals 


There is always a danger in discussing this sub- 
ject. Some of you need to be scared—you have put 
off seeing the doctor too long already. But others 
of you may be too easily frightened; many of you 
perhaps are always sure you have all the symptoms 
described in the patent medicine ad. That, of course, 
is why those who write the ads for “hokus pocus”’ 
tablets put down those very symptoms. 


I don’t want to frighten you or turn you from a 
normal healthy citizen to one of those introspective 
neurotics who goes around looking at his tongue in 
every mirror, or substitutes a thermometer for his 
pipe. Nor do I want to soften you, for normal dis- 
regard of minor discomforts and ailments is quite 
legitimate—the Spartans were not entirely wrong. 


But I want you to realize that a “danger signal” 
which cannot be explained by some obvious cause, 
or which persists more than a few days, or hours, 
if acute, should be carefully investigated. Do not go 
out of your way to find semi-imaginary troubles, but 
do not consider yourself fussy or a neurotic because 
you go to a doctor to find out what really causes 
the discomfort, or that ringing in the ears, or those 
headaches, or constipation, or rash or whatnot. 

Moreover, get reliable advice. All too many peo- 
ple listen to faddists, who blame everything on the 
diet, or who have weird theories, which they cannot 
explain themselves, about the source of the trouble. 
Today we all worship progress, particularly in sci- 
ence, and anybody who has a machine with lots of 
gadgets, no matter how unscientific, or who uses 
long words, no matter how illogical, can quickly 
get a following. 

The man who believes everything can be cured 
by violent exercise and by an icy morning bath is 
still with us. All too many of our friends softened 
by office life, overheated apartments, and overeating 
have been led indirectly to their death by believing 
that one past middle life can renew his youth by 
packing into an hour or two a week all the exercise 
which should be spread out in graduated exercise, 
such as walking or gardening, over the entire week. 

Therefore, let me repeat—firstly—heed the dan- 
ger signals, and secondly—get proper advice. 
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E-D-I-T-O-R-I-A-L-S 


National Hospital Day 


Fourteen years ago the late Matthew O. Foley 
of beloved memory envisioned a day to be set apart 
each year for visitation of our communities to 
their hospitals. It afforded our people an opportu- 
nity to pay a tribute of their respect to the work-and 
worth of the institutions which their money had built 
and is supporting, and to encourage hospital person- 


nel in their service to humanity. 


It was most fitting that in commemoration of the 
“Angel of Scutari,” and as a tribute to her great 
accomplishments, May 12, the birthday of Florence 
Nightingale was officially designated as National 
Hospital Day. Since that time the movement has 
gone beyond the confines of this continent. Now 
hospitals all over the world observe the day. 


There can be no finer purpose but to bring the 
people of our communities into those temporary 
homes, whose comfort, solace, and care they all 
receive when illness or accidents come to them; to 
have them meet the friendly, helpful people who ad- 
minister to them until the blessings of a health re- 
stored again, fall about them; to have those friends 
know more of their hospitals; the people who staff 
them, who serve them in their adversity, and who re- 
joice with them when they smilingly leave the hos- 
pital to return to their homes and families. To see a 
crippled child made whole again ; the blind to see; the 
happy babies who came into the world within the 
comfort and security of our hospitals; the mothers 
recovering from the greatest of their lives’ experi- 
ences; the marvels of modern surgery, the accom- 
plishments of scientific medicine. 


And all the mechanical aids which our hospitals 
have selected and assembled to diagnose their physi- 
cal ills and insure the treatment that leads to their 
speedy recovery. 


And this is the purpose of National Hospital 
Day—to welcome the old friends of our hospital, to 
create new ones, and to explain the service for hu- 
manity to which our people have dedicated their in- 
Stitutions, 


LET EVERY HOSPITAL 
HOSPITAL DAY, MAY 12. 


CELEBRATE 
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Why Should “the Purchaser 


Beware?” 


More than fifty per cent of the $800,000,000 which 
it costs to operate our hospitals each year is spent 
for supplies and equipment. The expenditure of 
this vast sum is distributed among 7,000 or more 
purchasing departments of our hospitals, widely sep- 
arated geographically. Price levels and price trends 
are influenced by transportation rates, raw material 
costs, and the wages of skilled and unskilled labor 
employed in the manufacture of hospital commodi- 
ties. 

Influencing the market is the importation of cheap 
articles manufactured abroad, the production of sub- 
standard articles by manufacturers at home, and the 
merchandising of “seconds,” “rejects,” and other 
unreliable merchandise by unscrupulous purveyors. 


The foisting of poor merchandise, and at unit 
prices somewhat under the prices current for better 
and more acceptable commodities manufactured by 
reliable firms, and sold by ethical dealers who con- 
duct their business on a high plane, causes a dollar 
loss to hospitals that in the aggregate runs into mil- 
lions each year. Many hospitals purchase their sup- 
plies from irresponsible manufacturers and dealers 
who make and handle low grade merchandise, be- 
cause they can buy it cheaper. They give little 
thought to the utility and the service of their pur- 
chases, be they either fixed equipment or staple com- 
modities. The lack of intelligent purchasing methods 
in many hospitals results in a monetary loss which 
the hospitals can ill afford. 


The hospital field is fortunate in that a large num- 
ber of reputable manufacturers and dealers, who 
have specialized in hospital merchandising for many 
years, have defined a laudable purpose of closely co- 
operating with our institutions in supplying them 
with merchandise at proper price levels and of guar- 
anteed quality. They have had close business rela- 
tions with hospitals for many years. They are fa- 
miliar with their needs, study carefully climatic, geo- 
graphical, and economic conditions which should 
govern both the quantity and quality of hospital pur- 
chases. For the most part, they either maintain fine 
research laboratories, or are affiliated with other lab- 





oratories. They conform to the standards and spe- 
cifications of the Federal Bureau of Standards, the 
American Standards Association, and other stand- 
ardizing agencies. They sell honest merchandise, at 
honest prices, and in an ethical manner. No hos- 
pital may be in doubt as to where they can purchase 
the quality merchandise they are paying for, for these 
high class business concerns neither import nor sell 
commodities of an inferior grade, nor impose “sec- 
onds” or ‘‘rejects” on the purchaser. They manufac- 
ture merchandise best suited for reasons of utility 
and service, to the requirements of hospitals. 


These manufacturers and dealers compose the 
Hospital Exhibitors’ Association, each member of 
which adheres to high class manufacturing and mer- 
chandising methods. They are regular participants 
in the exhibits at hospital conventions, they advertise 
- in hospital publications, and they have proved their 
worth by surviving the worst financial depression in 
forty years. For their fine record of performance, 
but more for their interest in manufacturing and 
selling quality merchandise of special worth to the 
hospital field, they deserve the patronage of all hos- 
pitals which make their purchases intelligently and 
disburse their funds economically. 
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The Institutional Nurse 


It was a nurse and not a doctor who had both the 
vision and the organizing ability to bring order out 
of chaos at Scutari, and thus to lay the foundation 
for organized hospitalization as all the civilized 
world knows it today. 


The dawn of the present century saw another 
nurse conceiving and putting into execution a defi- 


nite plan for the training of nurses for administra- - 


tors and executive duties in hospitals. 


Until the last two years except for sporadic and 
not very successful efforts, there has not been 
any organized effort to train other than nurses for 
hospital administrative positions, except on an ap- 
- prenticeship basis, and in the dietary department. 


The doctor as administrator has been the excep- 
tion rather than the rule. In highly specialized hos- 
pitals, such as nervous and mental, tuberculosis, in- 
dustrial, and in privately owned, the doctor is usual- 
ly the administrator, but in all others his assumption 
of such duties has been largely fortuitous and such 
training as he may have had has been by the appren- 
ticeship, rather than by any formalized plan. 


In the ten years from 1925 to 1934 the number 
of nurses as administrative heads of hospitals in- 


creased by fifty-two per cent, while the number of 
physicians in such positions decreased by sixteen 
per cent. 

This development is a natural one. The doctor 
by instinct and training is an individualist, anid his 
service in the hospitals distinctly of the “in and out” 
variety. The nurse on the other hand becomes a defi- 
nite member of a highly organized group from the 
day she dons her probationer’s uniform and more 
definitely so when she gets her cap. When she gets 
her pin three paths open up to her. She may elect 
private duty—the “general practice” of the nursing 
guild—general or floor duty in an institution—the 
skilled artisan of her craft, or the longer, harder 
road of a professional career in institutional nurs- 
ing. 

Time was when the floor nurse who showed any 
particular aptitude was the normal recruit to admin- 
istrative duties. Until recently, at least, the most 
of our older institutional nurse executives have come 
by this route. But a very definite change is in prog- 
ress, and with a rapidity which many do not suspect. 


The complexity of organization and administra- 
tion of the modern hospital requires more than the 
general duty nurse can hope to acquire by simply 
apprenticeship methods. If she is content to re- 
main the day laborer of her craft she may continue 
with the assurance that there will always be a de- 
mand for the skilled artisan, as well as for the hew- 


ers of wood and the bearers of burden. 


But if she deliberately chooses institutional work 
as a career, it is becoming increasingly evident that 
she must make definite preparation for the respon- 
sibilities she is to assume. The demand is no longer 
simply for a four months’ post-graduate course in 
some specialty. It is now for not less than a one 
year’s post-graduate course in nursing administra- 
tion or education combined with that specialty. The 
better hospitals are daily becoming more inexorable 
in their demand that applicants for executive posi- 
tions shall have had the more thorough and broaden- 
ing training evidenced by an academic degree. 


The path of professional progress for the institu- 
tional nurse requires a natural aptitude for admin- 
istrative or educational responsibility, an adequate 
cultural background, a sound basic training in the 
art of nursing, and finally an unwavering devotion 
to the development of her personal and professional 
fitness for such responsibilities as she hopes to as- 
sume. 
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Ohio Hospitals and the Ohio 
Hospital Association 


Presidential Address 


M. F. STEELE, M.D. 


Superintendent, Grant Hospital, President Ohio Hospital Association 


I HAVE OFTEN HEARD IT SAID that every hos- 
pital executive should at some time in his profes- 
sional career hold a position in the State of Ohio so 
as to become an active member of the Ohio Hospital 
Association. This is by no means an idle thought, 
but a statement of honest intent. Our great associa- 
tion was one of the first organized hospital associa- 
tions and through the recent years has assumed a 
place for which we are justly proud. I am sure that 
we all feel it a privilege to serve in our hospital field 
here in Ohio and I for one am proud to be located 
in this state, and doubly happy that you called me to 
fill the office of Chief Administrative Officer of this 
state association during the past year. 

I am not unmindful of the fact that I was a piece 
of stop-gap legislation on the part of the Board of 
Trustees, but right or wrong I have given you my 
best efforts, through the generosity of the board of 
trustees of my own hospital and what physical 
strength I could muster in enabling one to carry a 
double load. I would like to say to you in this con- 
nection, and I will speak frankly, that everyone 
must give all their time and energy, when de- 
mands are made to further hospital interest, not for 
our individual institution but for the hospital field 
as a whole. It does not take any more time to work 
for the state-wide organization than to work for any 
individual hospital, hospital council, or district organ- 
ization. This brings me naturally to speak of our 
central headquarters, which is for your benefit, and 
located here in Columbus. I have mentioned several 
different times in our bulletin, during the time that 
I have had the pleasure to edit this paper, that our 
whole state structure is in direct proportion to the 
strength of a combined organization. I only wish 
that I could make this statement more forcibly and 
I wish I could impress upon you my true feelings of 
the absolute necessity of our working together with 
one purpose in view, and that is mutual benefit. For 
example: I can cite you to one particular trustee 
meeting which was held during the past year. A 
matter of legislation was brought to the attention of 
Mr. Stewart, our executive secretary and chairman 
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of the state relations committee. He and I had a 
hurried conference that evening in this hotel, but it 
was too much for the two of us to handle because 
we could not visualize the effect this piece of legis- 
lation would have on the hospital payrolls of this 
state. The trustees were called by telephone that 
night and we were in session by noon the following 
day. The committee was finally appointed by the 
chair to see certain state officials and lay our case 
before them. The hospital side was presented. The 
state officials could see that we were in just a little 
different classification from the ordinary type of bus- 
iness and our objective was finally attained. Since 
that meeting this same legislation has come up again, 
former promises were partly forgotten but by always 
being on the alert we again won our objective. This 
is only one example of many I could mention in try- 
ing to impress upon our hospital executives of what 
the central organization means to each of us. 


Legislation Must Be Watched 


There never was a time when all legislation must 
be watched as closely as now. No warnings are 
issued. It is the survival of the fittest as it should 
be, but it is to our interest that we must be ever 
zealous and that can only be done as it has been, 
namely by a few of the team here at the home-base 
with your support. After all we must realize that 
this central office has cost us nothing. You have all 
been enabled to pay your institutional dues from 
funds derived from the automobile bill. You did not 
have this money before, but now think of the tremen- 
dous returns that you get from this investment. Last 
month over $41,000 were distributed to the hospitals 
of Ohio. If anyone is so disposed you might find a 
weak spot in my argument asking for your continued 
support for a strong central organization. Your 
question would be, “Why did this committee allow 
the legislature to amend the sales tax law so as to 
include hospitals?” My answer is that we knew 
nothing of it until the law had been amended and 
placed in printed forms three or four weeks later. 
It was what you might call a “sleeper bill” or amend- 





ment. This committee has worked hard on this mat- 
ter and I congratulate them for getting as good a 
deal as they did for us. I am sure they will continue 
their fight for student nurses’ exemption. 

The use of the word exemption reminds me of the 
fact that I have been the greatest exemptor in the 
State of Ohio. I take the stand that our hospital 
should be considered as a 100 per cent charitable in- 
stitution. At the beginning of much of the new 
legislation I felt that. we should be excluded from 
the many laws passed for the regulation of business. 
I still feel that much of this new legislation must 
not apply to hospitals because we constitute the great- 
est organization for relief that exists today. I am 
confident, however, that wherever a certain law does 
apply to our hospital we ought to cooperate with the 
state or federal government, as the case may be, and 
make the plan as workable as possible. Therefore, 


we should look ahead and work toward such legisla- 


tion that will mean pay to us for caring for the indi- 
gent sick, possibly through a County Mandatory bill. 
I would certainly recommend to this convention here 
assembled that a resolution be passed to that effect. 
Such a County Mandatory bill would render valuable 
assistance especially to the voluntary hospital. 


Our Hospitals and Our Legislators 


It is clear to see, therefore, that our position is 
stronger in the eyes of those that make the laws, if 
we make an honest effort to meet the demands made 
upon us when possible for us to do so. This does 
not mean that a legislation favorable to us will be 
placed in our laps; on the contrary we must work 
hard for the passage of such laws that will mean 
reimbursement to us for the care of the needy pa- 
tients. There is such a lack of uniformity in the 
various cities throughout the state by way of caring 
for the indigent and for the most part no funds are 
available at all. When we go to the legislature and 
ask for the funds to reimburse us for the indigent 
service, we may find that by carrying our share of 
the sales tax, as an example, it may prove a blessing 
instead of a curse, and also to the legislature which 
might react in our favor. I do claim, however, that 
in any case wherever one of our hospitals cannot 
meet any demand upon the part of the state, this 
hospital will have recourse through the central office 
and the matter turned over to the proper committee 
to be taken up with political subdivisions, state offi- 
cial, or office as the case might be. This will not 
embarrass a hospital in any way. In concluding this 
portion of my report, permit me to add that all the 
governmental agencies no longer care to deal with 
individual hospitals but prefer to use organized chan- 
nels. What better reason is there than this alone 


for you to support and pay into, as the case may be, 
to this central organization. 


Schools of Nursing 

It has been reported in our district meetings that 
there seems to be a shortage of capable nurses for 
hospital duty. I feel that we have rendered a great 
service to the Ohio Nurses Association and have 
given them 100 per cent cooperation. I think we 
have been instrumental in bringing about the desired 
result and that our graduate nurses are now em- 
ployed as much as they care to be. We first met the 
recommendation of the State Nurses Association by 
cutting down the size of our schools; secondly, by 
adopting the eight hour day; thirdly, by employment 
of graduate nurses as general duty nurses on our 
floors. I am sure the trustees of the Ohio State 
Nurses Association appreciate our efforts and co- 
operation that we have given them. We have been 
hearing lately about the new curriculum. As far as 
I can determine from sitting in session with the state 
officials of the Nurses Association this curriculum 
could very easily be called a revised curriculum in- 
stead of a new curriculum. It seems to only contem- 
plate placing in the present schedule certain new sub- 
jects in place of old ones, or perhaps I might bet- 
ter say the placing of certain new subjects with the 
other ones. For example: oxygen tents have never 
been discussed in a class of nurses but under the 
revised plan this will assume its proper place. 


Mutual Death Benefits for Members 

At the presidents’ and secretaries’ meeting held in 
Chicago last February, a plan for mutual death bene- 
fits for members was presented. This plan has been 
in effect for Y. M. C. A. workers for a number of 
years. The original assessment was $2.15 per mem- 
ber. The Y. M. C. A. fund had about 2,700 mem- 
bers and pays $5,000 to the beneficiary. Their 
experience showed an average of fourteen deaths 
per year with an accruing surplus. The assessment 
can be of course reduced. We are asked as a State 
Organization to give this plan consideration as a 
report will be made at the meeting in Cleveland of 
the American Hospital Association. 


Periodic Payment Plan 

The past years’ work in this connection has been 
devoted entirely to the formation of two committees, 
one consisting of the Citizens Advisory group and 
the other Hospital Executive group. You will have 
the published list of these committees from the news- 
papers and through the central office. The first com- 
mittee meeting has been called during this conven- 
tion under the able leadership of J. R. Mannix, chair- 
man on the committee of Hospital Economics. This 
work will progress during the coming year. 
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Economics 


Further consideration should be given to a forma- 
tion of a bureau, probably as a department of our 
central office, and developed as a central purchasing 
agency. Many such bureaus are springing up and 
I know personally that during recent years, with sky- 
rocketing prices, those hospitals having used them to 
some degree have been able to save money. Further 
consideration should also be given to investigation 
and collection of motor vehicle claims which in all 
probability have not been paid, due to some negli- 
gence on the part of the hospital. Further consid- 
eration should be given the plan of adoption for the 
accounting system recommended by the American 
Hospital Association. To the best of my knowledge 
all of our districts have taken such action. 


Professional Relations 

The association should continue, through its com- 
mittees, to send representatives to all meetings hav- 
ing to do with hospitalization in any form. I men- 
tioned in the first part of this report our cooperation 
with the State Nurses Association and I am confi- 
dent that any organization will cooperate with us in 
our problems. Other associations that we must. be 
in constant contact with besides the Ohio State 
Nurses’ include the Ohio Medical Association, Ohio 
Association of Record Librarians, Ohio Dietetic As- 
sociation, Ohio Association of Nurse Anesthetists, 
Hospital Obstetric Society of Ohio, The Public 
Health Association, Ohio Society for Crippled Chil- 
dren, The Conference of Health Commissioners, The 
Ohio Society of Clinical Technicians and the Ohio 
Chapter American Physiotherapy Association. The 
seven largest associations just mentioned are meeting 
with us in convention at this time. We should all be 
very proud that our hospital association is growing 
to such proportions that these units can meet with us. 
This in itself is the finest professional relationship 
that I can think of. 

The association has finally found the ways and 


means by which a full-time secretary can be em- 
ployed. I am happy to express my appreciation in 
a public way to the time and effort given by B. W. 
Stewart and A. E. Hardgrove to the paving of the 
way for this step forward. I believe every member 
of this association would agree with me in saying 
that we would much prefer having these two men 
working for us than any other arrangement we might 
make. At the same time we all know, as was ex- 
pressed in our last trustees’ meeting, that it is physi- 
cally impossible for any one man, or two men, if 
you please, to perform several jobs, therefore, ac- 
cording to the action of the board of trustees at our 
last meeting a motion was made empowering the offi- 
cers of the association to employ a full-time secre- 
tary, feeling it unjust,to ask any of our members to 
try and carry on in this capacity as well as his own 
individual position. Accordingly the committee have 
employed Ralph Jordan, who is in attendance at this 
convention, and whose services are available to the 
association beginning the first of May. In closing, 
allow me to express to the officers and committees 
my most profound appreciation for their services. 
You have worked hard and your labor has not been 
in vain. You will feel better for having given of 
your time and energy in the pursuit of better hospi- 
talization. Our field is one which demands our time 
for others, therefore, please accept my thanks to you 
for your cooperation. I wish to especially thank 
Mrs. Lucille Brick, with whom I have had the pleas- 
ure of working this year. I have found her capable, 
industrious and always ready to help us. During the 
past few weeks practically all of the work incurred 
by this convention has fallen upon her shoulders. 
She has proved herself worthy and faithful. Please 
allow me to mention that most of my work has been 
done by others. I have tried to direct the activities 
and had not everyone responded to the call we would 
have had nothing but failure throughout the past 
year instead of the apparent success which is now 
ours. 
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Hospital Organization in Alabama 


C. N. CARRAWAY, M.D. 


President, Alabama Hospital Association 


I DESIRE first of all to express to the members 
of the organization my deepest appreciation for the 
high honor that you bestowed on me in electing -me 
your president. 

As I call attention to the fact that while our asso- 
ciation has been growing stronger and more efficient 
in the last few years, let me emphasize the need of 
a strong and wide-awake hospital association in Ala- 
bama, to do efficient work for the care of the sick, 
and to elevate the standards of caring for the sick 
and afflicted of our State. 

There are thirty-three hospitals in Alabama which 
meet the requirements of the American College of 
Surgeons minimum standard and they are improv- 
ing their conditions constantly. Then we have a 
number of smaller hospitals that do not quite come 
up to the minimum standard of the American Col- 
lege of Surgeons but are doing efficient work and 
have properly trained and efficient attendants, both 
professionally and otherwise, to care for their pa- 
tients. We still have another group of hospitals 
the standards of which should be elevated to render 
efficient service to the patients who are admitted for 
their care. 


Standards of Efficiency Must Not Be Sacrificed 


There is a sentiment among some laymen, and 
some of the medical profession, that most any kind 
of a place or building, poorly equipped and oper- 
ated by individuals of little or no training and ex- 
perience, is sufficient for hospitals. It is the desire 
of all scientific organizations of the medical, surgical, 
and nursing profession that efficient care and atten- 
tion be accessible to all individuals, but they must 
not sacrifice reasonably high standards of efficiency, 
as there is nothing more precious than human life. 
It is, therefore, the duty of this organization, as 
well as the State Medical Association, and Nurses 
Association, to discourage the building of inferior 
institutions with poor equipment and operated by 
inefficient medical and nursing staffs. 

I hope I am not intruding when I make a few 
remarks in reference to the nurses training schools. 
First of all I want to congratulate the State Board 
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of Examiners and nurses on their excellent pro- 
gram for standardization in requiring hospitals that 
run training schools to live up to the minimum stand- 
ards which they have adopted. I wholeheartedly 
approve this program. A large percentage of the 
hospitals of Alabama are running training schools, 

In an approved, well regulated, fully equipped hos- 
pital, even though it be small, but with sufficient 
patients to meet the requirements of the Board of 
Examiners of Nurses, and with a sufficient number 
of graduate nurses to supervise all students and to 
supervise the operating room and floors, with the 
cooperation of the professional staff, in the proper 
training in the theory and practice of nursing, such 
a hospital is an asset from an economical standpoint. 
It furnishes an opportunity to young people who 
desire to go into the nursing profession, but there 
is a sentiment in the Nurses National Association to 
gradually eliminate training schools of small insti- 
tutions. 


An Equal Opportunity for Student Nurses 


I am heartily in cooperation with this method 
where the above named conditions for training 
nurses are not met. I do not endorse the elimina- 
tion of training schools, where they can be run prop- 
erly, for the sole purpose of reducing the number 
of nurses so that those who have graduated can 
demand more work and greater fees. My personai 
feeling is: every professional field in every line 
should be open to every young man and woman who 
can qualify to meet the standards of that profession; 
give equal opportunity to them who come into its 
fields with an idea of making an honest living in 
carrying out the high ideals in whatever profession 
they desire to enter; that no profession has the right 
to shut the doors against the younger generation, 
from a selfish standpoint, keeping it solely for those 
who are already admitted in their trade or profession. 


Group Hospitalization in Alabama 
At the last annual meeting of the Alabama Hos- 
pital Association held in Birmingham, Alabama, 
there was a resolution passed by unanimous vote 
creating a legislative committee to set up plans for 
organization of group hospitalization in the State of 
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Alabama as a state-wide organization. This com- 
mittee was also to have enacted, by the legislature of 
Alabama, laws governing and controlling group hos- 
pitalization. 

The State Medical Association of Alabama, at its 
regular annual meeting in Mobile (1935) changed 
its by-laws permitting members of the State Medical 
Association to practice in hospitals which obtained 
patients under the group hospitalization plan, under 
certain restrictions and regulations specified in the 
changes made in the by-laws. 

The committee, selected by your association at its 
last annual meeting in Birmingham, made an inves- 
tigation of group hospitalization, studying the by- 
laws and regulations of the group hospitalization 
plans of the States of New York, North Carolina, 
California, and cities of Cleveland, New York, Nor- 
folk, St. Paul, Minneapolis, Dallas, Memphis and 
New Orleans. Mr. Harris Burns, an attorney, was 
employed to draw up a bill copying after the law 
enacted by the legislature of the State of New York 
governing group hospitalization. The committee had 
a joint meeting with Dr. J. N. Baker, Secretary of 
State Board of Censors of the State Medical Asso- 
ciation of Alabama, and Dr. John Martin, Chair- 
man of the legislative committee of the State Medical 
Association, and several other members of the State 
Board of Censors of the Medical Association and 
members of the Hospital Association, submitting the 
bill prepared by our attorney. After reading and 
discussing the bill several changes, that were agreed 
upon, were written into the bill. 

The Governor in addressing the committee stated 
that group hospitalization was vitally needed in Ala- 
bama and that if the medical profession and hospitals 
did not provide means for hospitalization of the 
people that the people and the government would. 

The bill was passed through the House without a 
dissenting vote. It was sent to the Senate, where 
we had considerable trouble on account of it getting 
to a committee whose chairman was bitterly opposed 
to the bill. After several stormy sessions of the 
committee we were able to get the bill reported out 
of the committee without recommendation. It was 
finally enacted into law after some amendments had 
been put on it, including taxation, which the com- 
mittee felt was unjust but had to accept. 

A majority of the larger hospitals have signed a 
contract for organizing the corporation for state- 
wide group hospitalization plan in the State of Ala- 
bama. The complete plans and organization have 
not been completed but we anticipate completion 
Within the next few days. 
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The Responsibility of Our State Association 


I want to say that the Alabama Hospital Asso- 
ciation has greater responsibility today than ever 
before, and it is in the midst of making a program 
that should be of untold benefit to the people of 
Alabama and the hospitals and the medical profes- 
sion. I urge that officers be elected who are in- 
tensely interested in carrying on the program that 
has been proposed, in building up a strong and effi- 
cient hospital association in the State of Alabama. 

First: I would recommend a committee to work 
jointly with the Nurses Association of the State of 
Alabama in working out the problem of training 
schools for nurses in connection with hospitals in 
the State. 

Second: That we have a strong committee to set 
up a minimum standardization for the smaller hos- 
pitals which have not qualified for the minimum 
standardization set by the American College of Sur- 
geons. 

Third: That we have a strong and efficient legis- 
lative committee that will continue to work for the 
interest of the hospitals through the legislature of 
our State and enact laws that will protect the hos- 
pitals and the public from inefficient institutions and 
fraud. 

Fourth: That we have an acting membership com- 
mittee that will strive to have every hospital in the 
State of Alabama qualify for membership and be- 
come active and cooperative members of this asso- 
ciation when they qualify. 

My final appeal to the members of this association 
is that we work together diligently for its benefit, 
pay our dues, fill out all blanks sent us by the sec- 
retary promptly and do our best personally as insti- 
tutional members to promote hospital efficiency in 
Alabama to the end that the entire country will look 
to us as having the best group of hospitals and the 
best State Hospital Association that can be formed. 


ne Seen 


Americans Nursing in Great Britain 


There is no reciprocity as regards registration of 
nurses between the United States and Great Brit- 
ain. It would be difficult for a nurse who was not 
registered in the British Isles to secure an adminis- 
trative post there. Apart from being registered in 
the country and taking one of the two administra- 
tive courses, applicants for matrons’ posts, that is, 
posts as superintendents of nurses, should have had 
experience as ward sisters, home sisters, and assist- 
ant matrons. 





The Manufacture of Surgical Dressings 


LOUIS H. NICHOLS 
Walpole, Massachusetts 


2 .. MOST important surgical dressings 
material, from the standpoint of the quantities con- 
sumed by hospitals, is absorbent gauze. This is a 
light, open-weave cotton textile fabric, woven in a 
cotton mill, bleached and cut or folded into a variety 
of different forms. If bought from a reliable surgi- 
cal dressings manufacturer, it is a material made 
specifically for the purpose for which it is intended 
and is as nearly adapted to the requirements of 
surgery as human skill can make it. 

Gauze is made from long fiber raw cotton, grown 
in the southern states. After being picked, the raw 
cotton must be thoroughly cleaned before it can be 
manufactured. This is done in a machine called the 
cotton gin, which automatically removes practically 
all the seeds, hulls, leaves, and stems which are un- 
avoidably mixed with the cotton fibers during pick- 
ing. This operation is performed by local cotton gins 
for the farmer and at his expense, before he sells 
his cotton to the manufacturer. Incidentally, the 
raw cotton which is traded in on the New York Cot- 
ton Exchange and other exchanges is ginned cotton, 
as cotton is not in salable condition until after 
ginning. 

Spinning and Weaving 

In the cotton mill, a great many intricate steps, a 
great number of special machines and skilled work- 
ers, are required to convert the raw cotton into un- 
bleached gauze. For the sake of simplicity these may 
be summarized as four essential operations. 

1. First the cotton is mixed to make quality more 
uniform, loosened or fluffed, and given another 
cleaning to remove any foreign material left over 
from the ginning. This process leaves the fibers 
pressed together and wound in the form of a large 
roll. 

2. Next the cotton is carded. In machines known 
as cards the cotton is combed continuously by thou- 
sands of tiny hooked teeth which remove the last of 
the foreign matter and tangled fibers, and lay the 
straightened fibers in parallel array. The web of 
carded cotton is formed into a loose rope known as 
sliver. 

3. The spinning operation follows the carding. 
The sliver is spun into yarn by a series of processes 
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which draw it out and twist it. Much care and re- 
search are necessary at this point in the manufac- 
turing process to achieve exactly the right amount 
of twist for hospital use. Obviously the yarns must 
be twisted tightly enough to give them the requisite 
tensile strength, but on the other hand if twisted too 
much they will be too hard and scratchy for hospital 
use and not so absorbent. This point. receives con- 
siderable attention from the regular surgical dress- 
ings manufacturer whose product is made exclu- 
sively for the hospital field. 

4. The last operation in the cotton mill consists 
of weaving the yarns into cloth. The first step con- 
sists of winding the required number of warp yarns 
onto a large roll, known as the warp beam. As these 
yarns are drawn through the loom, the shuttle carry- 
ing the filling or woof yarns passes back and forth, 
over and under the warp yarns. This produces the 
unbleached gauze, which comes off in a continuous 
length from the end of the loom and is wound on 
large rolls. In a modern mill, the looms are fully 
automatic and are extremely interesting to watch. 
If a thread breaks, for example, the loom stops im- 
mediately with almost human skill until the trouble 
is corrected. This provides insurance against loose 
or broken threads which later, when the gauze has 
been made into a surgical dressing, might promote 
infection. 

At this stage the gauze is known technically in 
the trade as grey cloth, although actually its color is 


"a creamy brown. Each individual fiber in the yarns 


still retains its ‘coating of pectin, or vegetable oils, 
that makes the gauze very soft but also makes it 
non-absorbent. Furthermore a sizing of starch or 
other similar material has been added to the warp 
threads before weaving to facilitate handling and 
prevent chafing in the loom, and this still remains 
on the yarns. For these three reasons—brown color, 
lack of absorbency, and presence of sizing—as well 
as because of its form (large rolls),—the gauze is 
still unfit for hospital use. It must now be trans- 
ferred to the bleaching and finishing department, to 
be converted into finished surgical gauze. 


Bleaching and Finishing 


In the bleachery, the gauze is first boiled, under 
pressure, with certain chemicals, in large tanks 
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called kiers, which hold nearly 100 miles of gauze 
in a single load. This is a very important step, be- 
cause on it depends the final absorbency of the 
material. This process must remove not only the 
sizing which was added to the warp yarns in the cot- 
ton mill but also the pectin or vegetable oils that 
make each individual fiber waterproof. If this 
process is correctly done, it leaves in each thread 
only the highly absorbent cellulose structure of the 
fibers. The years of experience of the regular surgi- 
cal dressings manufacturer who makes his product 
explicitly for hospital consumption constitute a 
guarantee that his gauze is absorbent and will re- 
main so until used. 


Next the gauze must be bleached. It is trans- 
ferred to large vats and treated with bleaching and 
neutralizing chemicals. This leaves it snowy white 
in color and chemically as pure as man can make it. 
The neutralizing treatment is especially important, 
for if incorrectly or carelessly done chemicals may 
be left in the fabric which would render it undesir- 
able for surgical dressings. The presence of either 
acids or alkalies might cause the material to weaken 
and even disintegrate when autoclaved in the hos- 
pital, or during prolonged storage, and of course the 
presence of any chemical is undesirable surgically. 

The final step in the preliminary preparation of 
gauze is the drying or tentering, performed by huge 
machines known as tenters. The wet gauze passes 
through the tenter at a uniform rate of speed, and 
is subjected to heat during its passage so that it 
emerges at the other end dry and exactly the desired 
width. On gauze destined for hospital use, great 
care is essential in this process also, for if improper- 
ly controlled the gauze may shrink to too narrow a 
width, or it may be weakened by too high tempera- 
tures, or the filling threads may be pulled out of 
position so that they are no longer parallel. This 
latter point may be serious to the hospital, because 
when the gauze is cut up for dressings, a greater 
number of filling threads will be cut through, with 
resultant waste, and also ravelings with their danger 
of infection. 

The bleached, absorbent gauze is now in the form 
of large rolls containing 3,000-5,000 yards each, 
and there remains the necessity of cutting and fold- 
ing this into the various forms required by hospitals. 


Grades of Gauze 


At this point, it may be worth while to point out 
that several grades of gauze are regularly made by 
the surgical dressings manufacturers. Gauze is 
usually designated by the number of threads per 
square inch, the number of warp threads being given 
first. Thus, 20x12 gauze, the grade most commonly 
used for surgical dressings, has 20 warp threads per 
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inch and 12 filling threads per inch. The standard 

grades and the most common uses of each are as 

follows: 

14x10—Covering O. B. pads and drainage pads. 

20x12—Sponges; flats, fluffs, covering all kinds of 
pads. 

20x16—Sponges; flats, fluffs, covering all kinds of 
pads. 

22x18—Sponges ; flats, fluffs, covering all kinds of 
pads. 

24x20—Sponges ; flats, fluffs, covering all kinds of 
pads. 

28x24—-Sewed dressings such as A.B.D. packs, 
bandages, crinoline. 

32x28—Bandages, crinoline. 

44x40—Bandages, crinoline. 


From the tenters the gauze is taken in the form of 
the large rolls referred to’ above, called tenter rolls, 
to machines which automatically put it up in the 
various forms which hospitals require. Some ma- 
chines fold it into 100-yard bolts, either flat-fold or 
double-fold, for hospitals which prefer to make their 
own dressings by hand. Other machines make it into 
ready-made sponges, A.B.D. packs and rolls, O.B. 
pads, combination pads and rolls, bandage rolls, both 
cut and uncut, and bandages. These machines mak- 
ing ready-made products such as sponges, a develop- 
ment of the last 12 years, are especially interesting to 
watch. The gauze—or gauze and cotton, or gauze 
and cellulose wadding, in the case of pads—is fed 
into the machine at one end and the completed dress- 
ing is delivered at the other, ready for use. It is 
almost uncanny to see how simply and yet unfailingly 
these machines perform operations which for so 
many years were done laboriously by hand in the 
hospital. The rate of production is of course many 
times that of even the most skilled hand-worker, and 
the resulting product more uniform. 


Quality Tests 


At this point, it may be well to insert a few sug- 
gestions as to simple methods whereby the hospital 
can check the quality of the gauze it purchases. It is 
difficult and expensive to make complete and ex- 
haustive tests, but the most important characteristics 
can be judged very simply: 

1. Grade or Mesh: This can best be checked with 
a pick glass, a small magnifying glass with a meas- 
ured aperture in the base, which can be purchased 
for seventy-five cents or one dollar. The mesh should 
be as represented by the manufacturer, a variation of 
one thread to the inch in both warp and filling being 
customarily allowed commercially. 

2. Absorbency: A piece cut 18 in. by 36 in. and 
folded into a 4 in. square should sink in 8 seconds 





or less when dropped in water. Good gauze should 
average considerably less than 8 seconds, 

3. Lines: The filling threads should be reason- 
ably parallel, and perpendicular to the selvage. This 
can easily be determined by inspection, and con- 
firmed by further inspection after the gauze has 
been cut up, when no objectionable amount of ravel- 
ings or loose threads should be apparent. 


4. Measurements: Width and length should be 
as claimed by the manufacturer. This sounds so ele- 
mentary that it is quite frequently overlooked. Gauze 
is wound under a certain amount of tension, however, 
and when the tension is released it sometimes does 
not measure full length, unless special care has been 
used in the manufacture. And gauze which has not 
been properly tentered may not measure full width. 
It is well to measure not one but several bolts occa- 
sionally, in both directions. 

5. Sterilization: Gauze should withstand sterili- 
zation properly, without undue loss of absorbency or 
change of color. 

6. Stains: A simple inspection will indicate 
whether the gauze is free of oil or mildew stains and 
dirt. 

7. Holes: Inspection will also show up any im- 
portant defects in the cloth, such as holes, cuts or 
breaks. It must be remembered that gauze is an 
extremely light-weight, fragile fabric and it probably 
cannot be absolutely perfect, bolt after bolt. But a 
reliable manufacturer will furnish gauze which is 
entirely satisfactory in this respect. 

8. Presence of Chemicals: Simple chemical tests 
may be desirable, to make certain that the gauze will 
sterilize properly—supplementing the actual sterilizer 
test—will not disintegrate while in stock, and will be 
bland so far as the patient is concerned. The follow- 
ing tests should be made on fresh, unsterilized gauze. 
As a test for the presence of acids, make a stock 
solution in the proportion of % gram of methyl 
orange per liter of water. From this make the test- 
ing solution by adding 3CC. of the stock solution 
to 500CC. of water. If the gauze has an undesirable 
acid content, drops of the test solution placed upon 
it will turn red. As a test for alkalies, make a test 
solution in the proportion of 5 grams phenol phtha- 
}ein in one liter of sixty per cent alcohol. If the 
gauze has an undesirable alkali content, a drop of the 
test solution placed upon it will turn red. 


Crinoline 
For the protection of the hospital, it is desirable to 
make these and other similar tests upon the gauze in 
use at more or less regular intervals. It is of course 
especially desirable whenever the source of supply is 
changed. 
For crinoline, the gauze is run mechanically 


through a bath of starch and then dried. The process 
is simple, and yet it must be very carefully controlled, 
The gauze must be coated with enough starch to 
make it easy to handle and tear, and eliminate ravel- 
ings, and yet there must not be so much as to inter- 
fere with the setting of the plaster of paris. With 
any reliable surgical dressings manufacturer years 
of painstaking research have gone into the art of 
making crinoline, including both the ingredients and 
the processes, for this is one of the most intricate 
of all dressings manufacturing problems. Pure starch 
has only a very slight effect on the setting of plaster, 
but many other possible materials for sizing have an 
important effect and must be known and avoided. 
Some types of starch are satisfactory, others are not 
at all. These are a few examples of the many prob- 
lems which have been studied and solved in the set- 
ting up of manufacturing processes which on the 
surface appear so simple. 

After the crinoline has been manufactured it is 
put up in bolts or rolls, either cut or uncut. It is 
also manufactured into ready-made plaster bandages, 
on machines which thoroughly and uniformly im- 
pregnate plaster of paris into the mesh of the ma- 
terial and wind it into bandages. 


Absorbent Cotton 


Broadly speaking, absorbent cotton is manufac- 
tured by the same manufacturing processes as ab- 
sorbent gauze. The raw material is first mechanical- 
ly cleaned, and then it is boiled, bleached, washed, 
and neutralized by approximately the same process 
as has already been described under gauze. Then it 
is carded on machines, similar to those used in the 
cotton mill, which comb out the individual fibers and 
leave them fluffy and in parallel array. Absorbent 
cotton is then run over machines which make one- 
pound or five-pound rolls, or other automatic ma- 
chines which combine it with gauze to make ready- 
made O.B. pads and combination or drainage pads, 
or machines which make cotton balls. 


Cellulose 


Cellulose wadding, or cellucotton absorbent wad- 
ding, is another important surgical dressings ma- 
terial. It is not a cotton product like most of the 
other surgical dressings, but is made from wood- 
pulp by a process similar to the manufacture of 
paper. The raw-material, wood, is first reduced to 
a pulpy form by a combination of mechanical, cook- 


ing and chemical processes. The pulp is then 
bleached, and reduced to the proper consistency by 
a beating process. Finally it is run through a paper 
machine, starting as a very thin, watery pulp and 
emerging as layer upon layer of thin, porous, 
crepey, highly absorbent sheets which are run up in 
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rolls. Cellulose wadding is sold in five-pound or 
eight-pound rolls, and also combined with gauze on 
automatic machines into the form of ready-made 
maternity pads and combination pads. The manufac- 
ture of cellulose wadding for use in surgical dress- 
ing requires special technique and very careful con- 
trol of all manufacturing processes. The selection 
of raw materials is important. Bleached sulphite 
wood-pulp is the ideal material, because only with it 
can high and lasting absorbency be obtained. Care 
should be used in purchasing to select only a material 
made from this type of wood-pulp, unadulterated 
with the cheaper unbleached sulphite which inter- 
feres with the absorbency. Furthermore, only cellu- 
lose wadding manufactured expressly for surgical 
dressings use has that high degree of crepe in the 
individual layers or sheets which gives the requisite 
softness and fluffiness, and enhances the natural 
capillarity of the cellulose fibres themselves. 


Adhesive 


Adhesive plaster is the last of the important surg- 
ical dressings materials. This is made by impregnat- 
ing one surface of a heavy cotton fabric with an ad- 
hesive mass, the impregnating being accomplished by 
running the cloth and the plaster mass between heavy 
metal rollers under carefully controlled temperatures. 
The composition of the plaster mass is of course all- 
important, and the product of any reliable manufac- 


turer is the result of years of research and develop- 
ment of the correct manufacturing technique. The 
mass must be non-irritating to the patient’s skin. It 
must adhere easily and promptly when applied, must 
remain in position indefinitely without creeping, and 
yet must be removable at will with a minimum of 
discomfort to the patient. It must tear easily if the 
doctor or nurse wishes, and yet it must possess suffi- 
cient tensile strength to give the desired support. It 
is not a simple matter to meet these varying require- 
ments. The finished adhesive plaster is finally run 
over machines which put it up in five-yard rolls 
measuring 12 inches, faced with crinoline, or 12-inch 
ten-yard rolls cut to various widths, ready for use. 

This is by no means a complete list of the surgical 
dressings materials found in every-day use in hos- 
pitals, but all of the most important ones have been 
mentioned. Back of the products themselves stand 
the reputation, the resources and the experience of 
the manufacturer who produced them. Thousands 
and thousands of dollars are spent each year by the 
regular surgical dressings manufacturers in improv- 
ing their products and production methods; and in 
research, with a view to meeting the needs of the 
surgeon and the hospital more and more satisfac- 
torily as time goes on. The surgical dressings of 
today are far superior to what they were twenty, or 
ten, years ago and the years to come will see count- 
less other changes and improvements. 


Balancing the Hospital Budget 


S. CHESTER FAZIO 
Superintendent, Rockaway Beach Hospital, Rockaway Beach, New York 


| the writer compared the an- 
alogous operating conditions of a community hospital 
and a factory to determine whether or not it is the 
fault of administrators that hospitals are not self- 
Supporting. The conclusion was, that in most cases, 


some deficit is practically unavoidable. Honesty, 
however, also forces the admission that the business 
man is correct in the contention that we must be more 
business-like in our methods of hospital adminis- 
tration. 

It is also evident that there are definite means by 
which hospital deficits can be reduced. Some of 
these ways have been mentioned often. .(A few of 
the more usual means were discussed in the pre- 
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vious article; namely, education of the public, culti- 
vation of the good-will of the community and of the 
local press.) Others have been given scant attention, 
and it is these which the writer believes are probably 
the principal means by which such reduction could 
best be effected. Some of these are briefly discussed 
herein as suggestions for consideration : 

Expansion 

Stabilization of Collections 

Economical Administration 

Economic Adjustments 

Competition 

Cooperation 

Selection of Superintendent 





Expansion 

The community hospital usually starts with an 
institution of moderate size, when it becomes estab- 
lished and the good-will of the community developed, 
the demand for more accommodations results. Ad- 
ditions or new buildings are the normal outcome. 

Expansion requires a large expenditure but it is 
one that oftentimes could be considerably minimized, 
or at least more effectively expended, if certain fac- 
tors were more generally appreciated : 

1, The importance of not sacrificing practica- 
bility to appearance 

2. The importance of engaging the services of 
a hospital architect 

We all desire to have as beautiful a building as 
possible and this can be achieved without sacrificing 
utility to attractiveness. Less expensive materials 
(equally durable and pleasing) for decorative pur- 
poses, etc., can be substituted in order to have more 
money for the hidden but vital items such as brass 
pipe, sound deadening, etc. 

In some cases buildings have been so poorly 
planned from the standpoint of hospital administra- 
tion as to be practically inoperable. The architect, 
versed in hospital problems, will not neglect beauty 
of appearance but will also thoroughly understand 
and incorporate the practical and necessary phases 
of planning peculiar to hospital construction. The 
so-called minor but really highly important items, 
such as special widths of doors, corridors, elevators, 
etc., are often entirely foreign to the experience of 
the architect without this specialized practice. It is 
the aggregate result of such factors that may make 
or mar ease of efficient service and economy of 
operation. 

The fee for a hospital architect will likely be the 
standard six per cent, whereas another architect, less 
informed in this particular construction, may be 
available at a lower fee. Experience, however, has 
taught many that a well-planned building will many 
times over repay this difference through greatly less- 
ened maintenance and operating costs. 


Stabilization of Collections 


In regard to collections, it appears that the hos- 
pital has been notably unbusiness-like. 

Patients are admitted without much investigation 
as to their ability, or that of relatives, to pay for 
hospitalization. Our instantaneous retort to anyone 
commenting on this is, generally, ‘ . we cannot 
refuse aid.” However, upon a little thought we real- 
ize that the number of emergency cases, when the 
patient must be treated immediately, regardless of 
the amount of service required, or the cost involved, 
are comparatively few. The majority of patients are 
admitted by pre-arrangement. Therefore, serious 


consideration of the possibility of instituting more 
binding procedure in regard to payment seeins 
warranted. 

The following is offered as a tentative suggestisn: 
That, except in emergency cases, the relatives arraug- 
ing for the admission of a patient to a community 
hospital be obliged to sign an agreement to the effect 
that the hospital bill will be paid at a specific time— 
either the day the patient is discharged or within so 
many weeks or months thereafter. 

The adoption of such a plan may appear to some 
to foster insensibility to the distress of the relatives. 
The matter should, of course, be handled tactfully 
and sympathetically. But we should not lose sight 
of the fact that, because of non-payment, others of 
the community, often no more affluent than the pa- 
tients, pay these bills by their contributions. 

Furthermore, there is practically no other service 
of such magnitude rendered without the recipients 
being required to sign some definite agreement to 
pay. And, most administrators will agree, neither 
is there any other bill (except perhaps those for 
doctor’s services) which is so often an obligation 
the liquidation of which is more or less unhesitat- 
ingly postponed. The psychological effect of a writ- 
ten agreement, making it a legal as well as a imoral 
obligation, would no doubt in many cases prompt 
attention to the matter. 

Some such similar procedure would in all prob- 
ability be a means of substantially ‘reducing the 
deficit. 


Economical Administration 


No doubt each one of us who administrates the 
affairs of a hospital tries to do so efficiently and 
economically. Each of us probably believes that he 
(or she) does so. Nevertheless, if time is devoted 
to a detailed, unbiased, investigation of all operat- 
ing costs, one is apt to be due for a surprise of mixed 
emotions. First, chagrin to find items which can be 
reduced—second, pleasure to be able to execute 
such saving. 

An old aphorism, applicable to the entire persor 
nel, states: “The housewife can waste more with 
a spoon that the wage earner can bring in with a 
shovel.” 


The factory manager frequently stresses—how 


much can your department make. We _ should 
stress—how much (consistent with service) can your 
department save. 


Economic Adjustments 


Concessions to prevailing conditions are a neces- 
sity in industry. The hospital would do well to emu- 
late this elasticity, insofar as the dignity of its calling 
permits, in adjustment to circumstances. For ex- 


HOSPITALS 





ample, if all rooms at $50 a week are occupied and 
several rooms at $100 a week are vacant, it seems 
but sensible to permit patients, who could not pay 
the latter charge, to occupy these rooms until such 
time as a $50 room is vacant. 

Such “concession” is not only a favor to the pa- 
tient but an expedient move for the hospital to 
utilize its available space to the best advantage. 

Another essentially business-like procedure is to 
at no time permit “dead wood” to encumber the 
firm. 

On every board of directors, the majority of mem- 
bers are those for whom all can have only the highest 
respect for their sincere interest in the hospital, their 
loyalty, and the time (and money) they devote to 
its welfare. It is only occasionally that a member 
becomes so engrossed in other affairs that he fails 
to attend meetings or assist the hospital to the best 
of his ability. 

Likewise, the members of the medical board are 
to be equally admired as they too almost invariably 
exert every effort on behalf of the hospital. 

However, in the instances where lapse of interest 
or lack of ability become apparent—the other mem- 
bers of either board should insist that these members 
resign in order that more helpful ones may be ap- 
pointed. This should be done only through genuine 
concern for the best interests of the hospital—never 
because of personal, petty dislikes, or animosities. 

This, of course, does not apply to members who 
are entitled to honorary membership inasmuch as 
they have served the hospital well and are no longer 
active only because of illness or advanced age. 


Competition 


The exigencies of competition in the industrial and 
commercial fields are accepted. Hospital adminis- 
trators, however, are likely to become indignant, if 
not altogether horrified, at the suggestion that hos- 
pitals also operate on a competitive basis. Never- 
theless, competition does exist—namely the propri- 
etary hospital. 

The instances are rare where the physician on the 
staff of a hospital does not unfailingly strive for the 
best interests of the institution. But it seems that 
too often the tendency of medical boards (likewise, 
boards of directors) is toward a “closed corpora- 
tion.” That is, in a community having perhaps 
twenty doctors, ten of them may be on the hospital 
staff. The administrative policies of many commu- 
nity hospitals are such that the other ten physicians 
are not permitted tovattend their patients if they 
enter the hospital. As a result, it not infrequently 
happens that some of the doctors, so excluded, 
establish a private sanitarium. The larger the com- 
munity and the more doctors, the more often this 
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is apt to occur until in a town of moderate size 
there may be three or more such institutions. Obvi- 
ously, this reduces the number of patients for the 
community hospital. 

Most physicians would probably prefer to send 
their patients to the community hospital with its 
scientific equipment and advantages rather than incur 
the numerous expenses and responsibilities attend- 
ant upon maintaining a private institution. They are, 
however, forced in self-defense, as it were, to have 
hospital accommodations where they can personally 
attend their patients. 

Staff doctors may contend that an entirely “open 
hospital” has two major disadvantages : 

First, the fact that doctors considered undesirable 
would then, indirectly, be given the approval of the 
hospital—hence each doctor of its medical staff—so 
that they and the hospital would accordingly be sub- 
ject to any condemnation resulting from the former’s 
derelictions. 

Second, that the honor of being connected with the 
hospital would become negligible if all doctors of the 
community had the same privileges and their individ- 
ual prestige would suffer in consequence. 


In regard to the first contention—it would, of 
course, be necessary to enforce strict requirements 
for eligibility for this privilege. In regard to the 
second, the staff is really connected with the hos- 
pital—the others merely having extended to them the 
courtesy of being permitted to attend their patients 
while in the hospital. 

Due to the increased number of patients, other- 
wise diverted to private sanitariums and, therefore, 
presumably and usually financially responsible, the 
hospital’s income would be increased—the deficit 
correspondingly decreased. 


Cooperation 


Cooperation has become an increasingly popular 
slogan. It unquestionably is essential throughout 
hospital administration. Nowhere is it more neces- 
sary than among the administrators. 


The board of directors, the medical board, and the 
superintendent form an administrative triangle which 
should be equilateral—equal courtesy and equal 
authority and latitude in their respective provinces— 
and the three unfailingly united in efforts to obtain 
the most efficient service. 


Unfortunately, in many cases the board of di- 
rectors or the medical board doesnot support the 
superintendent, or the board of directors and the 
superintendent do not assist the medical board to 
their fullest extent, or a medical board may be igno- 
rant (and, therefore, intolerant) of general admin- 
istrative conditions. 





To be lasting and effective, cooperation must be 
based upon mutual understanding and good-will. If 
sincere efforts are made by each to understand 
the problems of the other, the time thus spent in 
“becoming better acquainted” cannot help but almost 
immediately promote good-will, eventually mutual 
complete 


understanding, and then, inevitably, 


cooperation. 

The board of directors must appreciate the tension 
and concern which prompt the doctors’ abrupt re- 
quests, which so often appear as arbitrary and unrea- 
sonable orders. They must also appreciate that, as 
the primary “salesmen” of the institution, the doctors 
should be accorded every courtesy and assistance. 

The doctors must understand the problems: con- 
fronting both the board of directors and the super- 
intendent in order not to feel annoyed or indignant 
or to think that their requests are not attended to 
with all possible promptness or to believe that they 
are “deliberately ignored.” 

Both boards must have real comprehension of the 
innumerable, complicated details which daily beset 
the superintendent. It too often happens that the 
superintendent has full responsibilty but little author- 
ity. The importance of his office appears to be totally 
unrecognized or underestimated. It must be fully 
realized that he is the one who is most aware of the 
actual operation of the hospital and all its details— 
the only one who is almost invariably at the site. 

In turn, the superintendent must understand that 
he has not only his own position and duties to ful- 
fill but that he must also act as intermediary between 
the two boards. He must, therefore, be unbiased 
and clearly report to each board the conditions as 
they exist. In order to be fully conversant with all 
angles, the superintendent should be invited to regu- 
larly attend all meetings of both boards and be an 
ex-officio member of all committees. 

Cooperation there must be—and means to promote 
it should be adopted by each hospital. Definite ad- 
vantageous results in smoothness of service and 
economy of operation will soon become apparent. 


Selection of Superintendent 

From the average questions asked and the usual 
procedure followed when considering applicants for 
superintendency, it appears that many boards of 
directors are more concerned as to whom he (or she) 
is, than in the very important points of what he has 
done and what he can do in hospital management. 

Education, appearance, presentation, and general 
business ability are certainly not to be denied as of 


importance. But, although a hospital superintendent 
has extremely varied duties to perform, all require 
actual training in the hospital field. 

In some instances, superintendents have been 
appointed merely because some board member or 
hospital benefactor knew a “good man” who had 
been invaluable in some other position. Influence 
should not be any passport to this position—the 
superintendent should be selected only on the merits 
of past record in the hospital field. No matter how 
competent a person may be in some other field, he 
will require considerable time in which to become 
proficient in the highly specialized technique of 
hospital administration. 

For example: In the factory the general manager, 
if to act as purchasing agent, is selected with due 
regard to his ability to purchase wisely and econom- 
ically. In the appointment of a hospital superintend- 
ent, the importance of this qualification is often 
ignored. 

Too strong insistence cannot be placed upon the 
fact that the superintendent, acting as purchasing 
agent, must have a comprehensive knowledge of the 
supplies needed for the hospital and how to best 
obtain them—in other words, well-founded experi- 
ence in what, where, when, and how to buy. Unfor- 
tunately, due to lack of training in the hospital field, 
many superintendents are ill-equipped for this phase 
of administration. For the same reason, they are 
equally uninformed regarding other details of 
administration. 

An extremely serious circumstance occurs, when 
a superintendent is influenced in his purchases by 
personal reasons. Inferior products, or those equal 
in quality to the standard required but more costly, 
are thus bought. The most prevalent cause is more 
than likely the inadequacy of the average salary paid 
to superintendents. This position, in many cases, 
carries the lowest remuneration in comparison with 
those of equal responsibility in other fields. 

The writer believes—that, ten years’ experience in 
various capacities in hospital work is not too long 
an apprenticeship for superintendency, that, if this 
were made a required qualification, if higher salaries 
were paid (attracting thereby more men and women 
of intelligence and ability), boards of directors 
would soon gain more confidence in their superin- 
tendents, hence grant them greater authority, and, 
with superintendents better prepared to administrate, 
the resulting economy of operation would not only 
materially assist in, but would be one of the greatest 
means of reducing the hospital deficit. 
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Pp UBLIC EDUCATION as applied to hospitals is 
defined by the Committee on Public Education of 
the American Hospital Association as a cooperative 
plan of utilizing every possible legitimate and eth- 
ical means of informing the public of the benefits it 
can expect to derive from its hospitals, so that with 
an understanding and appreciation of the service of 
the institution to humanity, the public may foster an 
attitude of genuine good will toward its hospitals. 


Educating the Public 


Educating the public concerning hospitals is not 
a new idea. In 1932 the Committee on Public Re- 
lations of the American Hospital Association pro- 
posed such a plan. In 1933 this committee offered 
to all hospitals a definite educational program. Com- 
paratively little has been done, however, in many 
sections to raise the curtain of mystery surrounding 
hospital procedures, to show every man, woman, and 
child*what the hospital is accomplishing and what 
that accomplishment means to him personally. As 
a hospital group, we agree that publicity is neces- 
sary if we are to educate the people to a better un- 
derstanding of hospitals and the benefits to be de- 
rived therefrom. The public appears woefully 
ignorant as to the expenses of hospitals, the source 
of hospital income, the types of service available, and 
the method of acquiring this service. There is, how- 
ever, a large class able to pay, whom we have un- 
consciously educated to impose upon hospital facili- 
ties; such as emergency admittances by county hos- 
pitals of patients foreign to that county. 

Enraged citizens charge the hospital with inhu- 
manity when patients unable to pay are turned from 
the door. For example, in one city, before consult- 
ing any physician, the neighbors of a poor woman 
who was to give birth to a child, collected enough 
money to call an ambulance to carry the woman to 
a city hospital. Imagine the neighbors’ reaction 
When the ambulance returned from the hospital with 
the report that the superintendent would not admit 
the woman! Imagine also the upheaval in certain 
women’s clubs when the news reached them! Mem- 
bers of the clubs called upon the superintendent and 
understood for the first time that no appropriation 
had been made to provide for confinement of normal 
maternity cases. Now the women’s clubs of that 
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city are united in the purpose of making provisions 
for a charity maternity ward. Such cases prove the 
need of public education. People must be made to 
understand that the hospital, like an individual, must 
pay the butcher, the baker, and the candlestick 
maker; that it never turns away a patient without 
anguish of heart; and that its only creed is service 
to humanity. It wants only a chance to serve. 


The Hospital Must Judge Itself Impartially 


Therefore, we must undertake to teach as well as 
to heal, keeping in mind that the educational process 
is slow and that constant repetition is necessary for 
success. Our problem is to present a fluoroscopic 
view of our hospitals, showing the public our ma- 
terial facilities, familiarizing them with our various 
departments, explaining how these departments are 
operated, with particular emphasis upon charity 
work. Any institution intending to engage in an 
educational program must be sure that its stage is 
set before turning upon it the spot-light of publicity. 
If it has judged itself impartially and found itself 
adequately equipped with material facilities to meet 
community needs and with an intelligent, conscien- 
tious and sympathetic staff of doctors and nurses— 
such a hospital can safely proceed with its program. 

Activities in educating the public must be carried 
on in two different fields: Namely, within the hos- 
pital itself, and outside by hospitals united in groups, 
sponsoring a program favorable to all. 


The Satisfied Patient Is the Best Publicity 


The most permanent educational work is accom- 
plished within the hospital itself, where the patient 
is the pupil and the entire hospital his teachers. 
Hospital investments in satisfied patients will yield 
compound interest in publicity received. Such pa- 
tients are walking and talking advertisements. Where 
two or three are gathered together, the ever inter- 
esting topic, “When I was in the hospital,” is seldom 
ignored. The way to satisfy the patient is easy, but 
the practice is hard. Eternal vigilance on the part 
of every hospital employee is essential. The atmos- 
phere of the hospital is vitally important, having its 
effect upon the patient from his entrance until his 
departure. Various elements contribute to the per- 










































sonality of the hospital. Among these, physical sur- 
roundings are important. By that I do not mean that 
the hospital must be a model of interior decoration. 
I do mean that it must be adequately equipped, 
bright, and cheerful. The nursing staff and all other 
hospital employees must be courteous and attentive 
to the patient. Kindliness and consideration toward 
the patient’s relatives and friends add to the pa- 
tient’s satisfaction, and should be easy for the em- 
ployee who has made courtesy a practice. Under no 
circumstances give the patient an occasion to ques- 
tion the service he is receiving. Hospitals have lost 
loyal supporters merely because some nurse was not 
prompt in answering a patient’s ring, giving the pa- 
tient too long to ponder on what might happen if he 
were in desperate need of attention. Others have 
been lost by apparent indifference of doctors and 
nurses to what seems to the patient to be a desperate 
illness. Take time to explain his condition to him, 
he will appreciate it. Talk with the convalescent 
about the hospital ; listen to his suggestions and criti- 
cisms; answer his questions. Take him into your 
confidence. He in turn will talk to relatives and 
friends, and innumerable contacts will be made for 
your hospital through that one channel. Some hos- 
pitals have their departing patients fill out a ques- 
tionnaire making criticism or praise, but I believe 
personal contact with the patient, when possible, is 
much more effective. 


Contacts with the medical profession must be as 
carefully made as are our contacts with the patient, 
because every patient is quick to sense the physi- 
cian’s attitude toward the hospital and its procedures. 
We must take special interest in physicians practic- 
ing in our hospitals, ask for constructive criticism, 
keep them informed by conversation and demonstra- 
tion of what is new and available in the hospital. 
We must enlist their aid in informing our prospec- 
tive hospital patients of salient facts concerning hos- 
pitalization. Some hospitals publish a booklet for 
the use of staff doctors in their offices. The doctors 
keep the booklet for reference when they inform 
their patients that they need to go to the hospital. 


The Outside Program 


In the program outside the hospital the commu- 
nity must be convinced of the hospital’s desire to 
serve. Necessarily the program of education chosen 
must be based on community needs. A group must 
be selected to organize such a program. It is de- 
sirable for all hospitals in the same locality to form 
a council, composed of one representative from each 
hospital, and carefully selected members from out- 
standing organizations. This group will study com- 
munity needs and determine the publicity campaign. 


The success of such an organization will depend 
largely upon the presence of a leader who will guide 
it through the early difficulties that are sure to arise. 
If possible, a publicity agent should be employed to 
carry out the program; but in most small commu- 
nities this is not feasible. Whether a publicity agent 
is employed or whether the aid of a publicity-minded 
citizen is*enlisted, publicity mediums remain the 
same. These I shall list under four classifications: 


1. PERSONAL CONTACT WITH PROMI- 
NENT, INFLUENTIAL, AND WEALTHY 
CITIZENS BY MEMBERS OF THE COUN- 
CIL. These are the men and women whose 
opinions bear weight and who, when convinced 
of the desirability of action, are able to get things 
done. Ask for the opinion of these citizens on 
community needs. Lead them to suggest meth- 
ods of meeting these needs. Present your ideas. 
Discussion will follow. Certain types of legis- 
lation will naturally appear as necessary to the 
solution of certain problems. If you enlist the 
aid of these key-citizens, they will take steps to 
bring about such legislation. 


CONTACT WITH GROUPS. This includes 
health talks to high school children, to boy and 
girl scout. organizations, to religious, business, 
athletic, and social clubs. These talks should be 
made on some phase of hospital work, particu- 
larly appealing to the group addressed, by mem- 
bers of hospital staffs, superintendents, and 
interested physicians, and should be accompanied, 
when possible, by motion pictures or lantern 
slides. The hospital superintendent should forge 
a strong link between these groups and the hos- 
pital, by joining as many clubs as possible and 
by participating in all desirable community pro- 
grams. Clinics should be held for organizations, 
institutions, and other groups. Inform them con- 
cerning hospital care in accident cases, and give 
brief instructions in first aid. Enlist the aid of 
groups in some hospital project, such as beauti- 
fying the grounds, visiting charity ward patients, 
or designing hospital posters. 


. CONTACT WITH GENERAL PUBLIC 
THROUGH RADIO PROGRAMS, BROAD- 
CAST AT REGULAR SPECIFIED INTER- 
VALS. These programs are more effective when 
given in form of plays presenting dramatic inci- 
dents in the work of hospitals, or based upon 
facts which clear up misunderstandings about 
hospitals, prefaced by a few words of explana- 
tion by council head or other official. 


4. CONTACT WITH THE GENERAL PUB- 
LIC THROUGH .THE WRITTEN WORD. 
In most instances newspapers will cooperate with 
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your plans if what you offer has story value. 

Hospital Day offers an excellent chance for news- 

paper publicity. Pictures of local hospitals; of 

groups of nurses, interns, and other officials ; 
scenes from the interior of hospitals—all of these 

are acceptable material. Also appropriate are a 

history of Hospital Day, local hospital plans for 

entertaining the public, and descriptions of what 
the public may expect to see on visiting the hos- 
pitals. Civic-minded newspapers may be induced 
to sponsor a contest with prizes offered by the 
hospitals, in which the winner is the person who 
submits the best paper on some topic such as, 
What we may expect from our hospitals. Some 
types of material are more suitable for hospital 
publication. Among these are monthly hospital 
bulletins and pamphlets on hospital facilities, on 
hospital income and expenditures—these to be 
distributed to clubs, to hospital visitors, and to 
physicians to put in their offices. We might pub- 

lish a pamphlet on pertinent facts, such as, Did 

you know that— 

(1) A large percentage of voluntary hospitals 
actually lose money during the year, this 
loss being made up from fees of physicians 
owning them? 

(2) The number of paying patients have de- 
creased, while free patients have steadily in- 
creased—the hospital expenditures mounting 
all the while? 

The modern hospital contains scientific 
equipment and a degree of specialized serv- 
ice not usually available in the office of the 
private practitioner? Used in common by 
many doctors, this equipment and service are 
available both to house and clinic patients 
for the diagnosis and treatment of obscure 
ailments at a cost remarkably less than if 
each practitioner acquired the equipment in- 
dependently. 

Much charity work remains undone because 
insufficient funds are provided for it? 


A large percentage of hospitals are volun- 
tary, and do not receive any direct appro- 
priation ? 

Private patients actually get more than they 
pay for, according to a recent report issued 
by the Voluntary Hospital of New York? 
Your chances, according to an’ estimate 
based on population census made by U. S. 
Bureau of Census, of being a hospital pa- 
tient in 1935 was one in fifteen? 


(8) Births in hospitals outnumber deaths four 
to one? 

(9) Many people do not know the difference be- 
tween hospitals used by qualified practition- 
ers of medicine and those used by any one 
of the flourishing varieties of quackery ? 

Even after employing the above mediums of pub- 
licity, we will fail to reach a large class of persons. 
Our only messenger to extremely poor households is 
the public health nurse, who, as nurse and teacher, 
is the central figure in the public health movement 
of today. She, because of numerous contacts with 
families not reached through other media, might well 
become the means of creating a better understanding 
of hospital purposes and services. 

Every means of publicity may not be available in 
all communities. In that case, we must choose the 
media most suitable to our needs. The more chan- 
nels through which we reach our public, the sooner 
we gain our objective. However, we must not neg- 
lect a few that are available because we can not have 
all. We must remember that our best publicity 
comes from within our hospital. 

Numerous workable programs may be formulated 
that might end effectively in educating the public. 
Every program must be formulated with specific 
community problems in mind. After all, the suc- 
cess of any program of public education depends 
largely upon leadership, cooperation, initiative, orig- 
inality, persistence, and complete support by every 
hospital in the region concerned. 

American hospitals have a record of which to be 
justly proud. We must allow the public to share 
that pride by making the record public property. 


Pasadena Hospital Receives the 
Huntington Memorial Bequest 


The practicability of using memorial bequests to 
enlarge and improve established institutions rather 
than to build new plants is being demonstrated by 
the trustees of the Huntington philanthropies. Pasa- 
dena Hospital, Pasadena, California, is to receive 
the $2,000,000 memorial bequest from the estate of 
the late Henry E. Huntington. The institution will 
be renamed the Collis P. and Howard Huntington 
Memerial Hospital. 

The Huntington trustees are going ahead with 
plans to modernize the hospital by building new 
wings and installing the latest and best equipment. 
With endowment for research, as well as for char- 
itable work, this new institution will have great 
opportunity for public health service in Pasadena 
and nearby communities. 








































What the Superintendent Expects 





of the Doctor 


W. G. CHRISTIE 


Superintendent, Presbyterian Hospital, Denver, Colorado 


2 § HE HOSPITAL and the doctor are partners. 
The hospital furnishes the facilities for a particular 
service and the doctor uses that service in the treat- 
ment of his patients. In all partnerships there must 
be the fullest understanding and the broadest co- 
operation. The hospital-doctor partnership is no 
exception. 

The hospital furnishes a plant that costs for con- 
struction from five to seven thousand dollars per 
bed, about one thousand dollars per bed for equip- 
ment, and about two thousand dollars annually per 
bed for operation. Of this two thousand dollars 
approximately one-half is expended for merchandise 
such as food, medical and surgical supplies, etc. 
Under one roof are housed all the diagnostic and 
treatment facilities that modern science has devel- 
oped for the proper care of the sick. The hospital 
must at all times keep abreast of changing methods 
and equipment. 


Here within its four walls is found a professional 
staff trained in the quiet, courteous reception of each 
guest, in the sympathetic nursing of the sick, in the 
technique of the x-ray and laboratory, in the proper 
application of diets to disease, in the smooth and 
efficient operation of the surgery, in the fullest 
understanding of maternity problems, and in the 
proper care of records. Other departments, such as 
housekeeping, laundry, power, and maintenance also 
require trained personnel. 

The doctor can admit his patient by telephone, 
give instructions by telephone, call at the hospital 
at his convenience, depart knowing that his orders 
will be carried out in the best professional manner 
by a staff trained for that very purpose, that his 
patient will receive the utmost care and attention, 
and when he calls again all data on his case is im- 
mediately available. 


The Threefold Task of the Hospital 


The hospital has the threefold task of meeting the 
need of the patient who is abnormal physically and 
mentally, the family who is worried, and the doctor 
who is deeply concerned about his patient. From 





Presented at the meeting of the Colorado Hospital Asso- 
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the moment the patient arrives to the day of his 
discharge someone is serving him and his doctor 
night and day. 


When the doctor enters the hospital he is given 
immediate attention and deference on the part of all 
the personnel. Whatever he calls for is at once 
available. He seldom knows the processes necessary 
to prepare dressings and equipment, has very little 
idea of the labor involved in various treatments and 
knows little of their cost. 

In the nature of things, not being familiar with 
these matters as above enumerated, he is prone to 
command facilities and supplies without counting the 
cost, and too often is apt to use more than is neces- 
sary. The hospital expects him to use what he actu- 
ally needs, but no more. The elimination of waste 
may amount to only a small daily saving but will 
mean a large saving at the end of the year. 


The Importance of Well-Kept Case Records 


Another matter vital to the hospital is the keeping 
of an accurate record of every patient. This is as it 
should be. No one can foretell when this record 
may be called for in a very vital issue. There are 
many instances when an accurate hospital record 
protected the reputation of the doctor and the hos- 
pital. To the hospital personnel the keeping of rec- 
ords is a trying task, to the doctor an irritation. Yet 
accurate records are absolutely necessary for good 
professional work, for proper teaching purposes, and 
for protection. 

One of the great problems in keeping proper rec- 
ords is the lack of interest on the part of intern and 
doctor. Not long ago an intern remarked to a record 
librarian, “What is the use of all this record keeping 
anyway? Nobody ever looks at them.” He had 
scarcely finished speaking when one of the doctors 
on the staff brought in a record which he had taken 
out the night before to review, preparatory to mak- 
ing a report on the case at a staff meeting. As he 
gave the record to the librarian he remarked, “It’s 
a rotten history, but maybe I can get enough infor- 
mation to make a report.” This intern, who was 
responsible for the poor history, had a very definite 
answer to his question. 
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To be sure, no staft doctor would make the remark 
that the intern made, nor concede that there is no 
need for good records, but he fails just as badly by 
procrastination. We sometimes wonder if he real- 
izes to just what extent he retards and hampers the 
efficiency of the record department, as well as other 
departments, by his delaying and seeming indiffer- 
ence. When each one contributes his particular part, 
writing all his orders and progress notes, dictating 
his operative notes at the completion of the opera- 
tion, and approving or making his criticism of the 
interns’ physical findings and diagnosis, affairs go 
along on a fairly even keel. When operative notes 
are not promptly dictated, record sheets are not 
promptly signed while the patient is still in the house, 
a special effort must be made to secure the comple- 
tion of the record. If the doctor delays in the com- 
pletion of his records, as time elapses more and more 
effort must be used on the part of the librarian and 
the chart committee to induce the doctor to complete 





his work. The longer the delay the less likely the 
proper information will be recorded. If this applied 
to only a few charts during the month, not much 
labor would be involved, but when this runs into 
fifty or one hundred case records a month then the 
labor of completing them is multiplied that much. 

What does the superintendent expect from the 
doctor? He expects the doctor to show the same 
consideration for the hospital and its personnel that 
he expects the hospital to show him and his patient— 
that is, a kindly, sincere, courteous attitude to all 
who serve him. The superintendent expects:him to 
temper his judgment in all controversies. He ex- 
pects the doctor to use the facilities of the hospital 
in an economical manner, thus helping to conserve 
the resources of the hospital. And further, he ex- 
pects from the doctor less procrastination in the com- 
pletion of records and a sincere effort to keep his 
records in the condition in which he would like to 
find them when he needs them. 


What the Nurse Expects 
of the Doctor 


A. FAITH ANKENY 
Corwin Hospital, Pueblo, Colorado 


7. ATTITUDE OF THE NURSE toward the 
physician is not one of expectation. She has a 
sturdy ideal of medicine and a philosophy about the 
practitioner of it. She has observed the merciless 
exactions the doctor makes of himself in his scien- 
tific search for truth in diagnosis: the lack of preju- 
dice and the impersonal estimate he makes of the 
value of his treatment of the patient’s ills. 

Hospitals, doctors, and nurses have a common in- 
terest in the patient, which is the restoration of the 
patient to physical and mental health, or if this re- 
sult is impossible of achievement, the alleviation of 
the patient’s painful symptoms. All three must be 
effective to produce the best results for the patient. 


How the Nurses Analyzed Their Profession 


There has been no little criticism of the lack of 
full effectiveness of nursing, at the same time that 
there is a consciousness that this craft is a useful 
one and should be very effective. Because nursing 
has realized this failure, and has been willing to sub- 
mit to searching analysis in a desire to improve, a 
seven-year study of the health and ills of this craft 
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has been made. The method used in making the an- 
alysis was exacting, impersonal and free from preju- 
dice. The American Medical Association and the 
American Hospital Association contributed to the 
funds which made this study possible. The conclu- 
sions are frank, stark, and severe. The diagnosis is 
an indictment of various forms of exploitation. The 
remedies suggested for health in the future are clear 
statements of the measures which must be taken if 
nursing is to be an effective specialty in the healing 
arts. I refer to the studies and recommendations of 
the Committee on the Grading of Nursing Schools. 

The nursing profession accepts the responsibility 
for the quality of nursing produced by the graduate 
registered nurse. Before the quality can be gen- 
erally improved it is necessary that nursing, medi- 
cine and hospital management understand some of 
the fallacies which at present exist in regard to nurs- 
ing service and nursing education. It has seemed 
better therefore to give consideration to some of the 
fallacies and to make one or two suggestions appli- 
cable to general situations than to engage in a discus- 
sion of a few specific situations. 

It is an acknowledged fallacy for nursing to believe 
there can be a professional education in the real 
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meaning of the term until, through taxation or gifts 
from individuals, financial resources are provided as 
now enjoyed by other forms of professional educa- 
tion. The majority of nurses do understand this. 
The hospital can not assume the responsibility for as 
much formal education as the professional nurse 
must have. But there must be marked improvement 
in the conditions under which nurses are to acquire 
the physical skills of their craft. Nurses can not be 
prepared for effective nursing where good and ef- 
fective nursing is not practiced. It may be years be- 
fore there can be a marked change in formal educa- 
tion, but the hospital internship must receive imme- 
diate attention. 


Some Pertinent Questions 


How much should a nurse know? Is there any 
good reason to limit her knowledge? If she had a 
full medical education would she know too much to 
be a good nurse? She would not be prepared for 
nursing by having acquired a medical education. She 
would still need to be taught nursing skills. The 
reasons why she should control the use of the knowl- 
edge she may acquire are obvious. 

There seems to be a conviction in the minds of 
many doctors, hospital officials, and the inexperienced 
lay person that good, safe bedside nursing care and 
scientific interest and understanding are incompati- 
ble. There is an either-or theory about the nurse. 
That is, the nurse is either excellent in physical skills 
or she is able to pass with high grades a difficult ex- 
amination on scientific facts. Everyone probably 
knows a nurse who does one of these things well 
and fails to do the others. But I recall the irony 
with which medicine regards a member of its own 
profession who draws general conclusions from a 
case. Psychological evidence and tests of capacity 
do not support the either-or theory. The most suc- 
cessful bedside nurses show a high intelligence quo- 
tient, and an ability to grasp scientific facts readily. 
The experienced lay person, that is experienced from 
having had nursing care, chooses the nurse who has 
many abilities beside physical skills. Perhaps the 
either-or nurses are the exceptions which make news. 

Criticisms of the theoretical instruction of the 
class room partake of the fantasy of melodrama. 
It is difficult to understand why the limited lecture 
and class room work of the nursing school is so often 
selected as a victim to be crucified for the sins of 
nursing practice. It sometimes appears that it might 
be possible by this method to exorcise some demon 
responsible for poor ward nursing and by so doing 
remedy the evil. “Physical skills are best acquired 
by repeated careful practice under competent super- 
vision and without time pressure.”* Fallacy to wan- 


der far from the location where skills should be ac- 
quired to find the cause of faulty performance. 

Concern has been expressed for the strain placed 
on the nurse who must endure the rigors of siate 
examinations for registration, and the rapidity with 
which she must answer questions even though ‘he 
rapidity required is at the rate of half speed for an 
eighth grade student. Might this concern be turned 
to more useful account if the same consideration 
were to be given to what happens to the nursing 
when one nurse must try to care effectively and com- 
pletely for six or eight patients and render such 
technical assistance as the doctor requires in three 
short hours between seven and ten o'clock in the 
morning? 


The Doctor Encourages the Interested Nurse 


The alert, enthusiastic nurse whom it seems we 
never can find after graduation because she is always 
on a case or in a position, is interested in the desired 
medical goal and wishes to make her nursing the con- 
tribution expected in achieving that goal. The doc- 
tor who recognizes this desire of the nurse to con- 
tribute to the desired result, and to develop an in- 
telligent discrimination about symptoms, by his atti- 
tude immeasurably stimulates her to a steadily in- 
creasing usefulness. There is a satisfaction for the 
nurse in making sick people comfortable from the 
purely physical standpoint. But to consider this the 
ultimate goal of the professional nurse and deny the 
desirability of scientific interest is to condemn the 
nurse to a pale anaemic existence which eventually is 
destructive to physical skill. 

The medical staff of a hospital has a powerful in- 
fluence in the determination of hospital attitude to- 
ward the nurse. Nursing does not replace medicine, 
nor is it replaced by it. Hospitals for many cen- 
turies were noted for their beautiful architecture if 
not for their good ventilation. Hospitals have had 
the ablest physicians of the time as members of the 
medical staff, have been governed by eminent boards 
of trustees, and not a few have been liberally en- 
dowed. But from the middle ages down to the ad- 
vent of modern nursing the private patient would 
not go to the hospital. The public charge patient 
went to the hospital in much the same spirit as a man 
goes to a condemned cell. Modern nursing did not 
arise at a request or command from medicine, but 
in response to an aroused social conscience which 
would no longer tolerate the incompetent hireling as 
a nurse for the sick. That the modern nurse has be- 
come a technical assistant to the doctor should not 
divert the attention of all of us who work with her 
from a recognition that she has a work and a re- 
sponsibility peculiarly her own. 





*Quoted from Nursing Schools Today and Tomorrow. 
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The Economics of Nursing 


The economics of nursing can not be ignored. 
Nursing service to the hospital patient is going to 
cost the hospital more than it has in the past. Nurs- 
ing service has been a relatively small part of the total 
cost of hospitalization, but this service is the one 
which has received the brunt of too stringent econ- 
omy. The costs of food, coal, soap, ether, drugs are 
easily understood. Everyone understands that the 
food needed for one tray cannot be divided in two. 
The same understanding has not existed about nurs- 
ing, the expectation is that nursing service can be di- 
vided into any number of desired portions and that it 
must still be adequate. The differences between the 
cost of an excellent nursing service and a mediocre 
one are less than is generally recognized. 


The Time Allowance for Good Nursing Service 


Professional nursing expects that where there is a 
school of nursing, or where there is a desire for ef- 
fective nursing, that there will be an average allow- 
ance of three and one-half hours of bedside nursing 
available for each adult patient in a twenty-four hour 
period. This average seems rather shockingly low, 
doesn’t it? Yet this average, if provided under com- 
petent supervision, means a time allowance for good 
nursing practice. There are many factors which in- 
fluence effective nursing, but time is an essential 
element. Even though there is this time allowance, 
the patient will be less regimented if the doctor will 
give a responsible head nurse all possible opportu- 
nity to select the time for treatments. 

The private duty nurse does not expect to receive 
larger fees from individual patients than she is receiv- 
ing at present. She does expect that the twenty-four 
hours will be divided into three relays without mate- 
rial increase in cost to the patient as compared to two 
relays in twenty-four hours. Three nurses working 
over a period of twenty-four hours give a much 
more effective nursing service than two. The hours 
of nursing the patient receives are the same, the 


cost only a very little different, in some localities no 
different. The nurse works more days in the year, 
and more years of her life, and does much better 
work. The only hope for the private duty nurse eco- 
nomically and professionally is a regime which will 
enable her to retain her vitality, improve her skill 
steadily, and practice for a much longer period than 
she has in the past. 

One of the greatest fallacies in regard to nursing 
is the belief that good nurses are made by compell- 
ing them to work extraordinarily long hours. It is 
necessary that a nurse learn to endure hardship and 
to carry heavy burdens valiantly. But to compel a 
continuous adherence to a regime of emergency 
tempo because the nurse is a nurse and the patient 
comes first and she is self-seeking if she does. not 
accept, is to exploit the highest professional ideal 
she has. 


Nursing Fallacies 


There are many fallacies which have grown up 
around nursing. Many of the problems of medicine 
and nursing are similar. The majority are so differ- 
ent that the same formula can not be used for both. 
Nursing is indebted to medicine as to no other group 
for the generosity with which so many physicians 
have responded to the needs of schools for lectures 
and for the medical care so freely given in illness; 
for the support organized medicine has given to or- 
ganized nursing. I do not know if we have paid 
any portion of that debt through our contribution to 
hospitals by making them places where the patients 
are willing to come and are safe after arrival; or 
through our interpretation to the patient of the worth 
and value of medical care. Because nursing is fac- 
ing many changes, and because so many fallacies are 
current about nurses and nursing service, we ask that 
the approach to the problems of nursing be by the 
manner characteristic of medical competency, free 
from prejudice, and that intellect rather than tem- 
perament prevail. 





Just An Old Grecian Custom 


American excavators in Athens unearthed a mar- 





ble sign in the Athenian market place ‘that is believed 
to have belonged in front of the Library of Trajan, 
about 100 A. D. 

“No book shall be taken out. We have sworn 
it! The library will be open from the first hour 
until the sixth.” 

Even in old Athens the thirst for knowledge 
seemed to be coupled with an over-developed sense 
of possession. The modern librarian may be sur- 
prised to learn that books disappearing from the 
library shelf is not an evil of the times in which we 
live but an age old custom. 





Photograph courtesy of Science News Letter. 
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How Its Hospitals Served Pittsburgh 
in the Flood Emergency 


M. H. EICHENLAUB 


Superintendent, Western Pennsylvania Hospital, Pittsburgh, Pennsylvania 


2 i HERE ARE sixteen voluntary hospitals in 
the City of Pittsburgh that without any financial sup- 
port from the municipality furnish substantially all 
the general hospital service for the community. 
Nothing short of a disaster, such as the great flood 
which reached its peak on the eighteenth of March, 
could have shown the vital role which these insti- 
tutions play in the city’s welfare, or better test their 
preparedness for an emergency. 


Hospital Service Under Difficulties 


On the morning of the day the flood waters rose 
eight feet‘above the highest point ever recorded, and 
a large section of the Golden Triangle was sure to 
be submerged, with all the attendant dangers of 
sickness, injury, and probable loss of life. An offi- 
cial of the Red Cross called the superintendent of 
one of the larger hospitals and asked if his institution 
would make ready to meet the emergency. The 
superintendent replied, ““The hospital is ready.” So 
was every other hospital in the city, notwithstanding, 
that in a few hours, and for a period of three or four 
days following, most of them were without electrical 
current to supply light and power for elevators, call 
bells, etc., due to the fact, that, the power plants of 
the utilities furnishing electrical service were under 
water and out of commission. 

A far more serious situation than the lack of 
electrical current threatened three days after the 
waters began to recede. Pumping stations were out 
of commission, and had been for hours before the 
peak of the flood had been attained. The supply of 
water in the city’s several reservoirs was well nigh 
at the point of exhaustion. Had repairs to the pumps 
been delayed less than two hours longer, four-fifths 
of the entire city would have been without and water 
for steam and other purposes. 

The weather was very cold. Anticipating the fail- 
ure of the water supply, a‘number of hospitals had 
provided tanks and trucks were prepared to haul 
water for boiler use. Drinking water had been 
trucked in from distant points for many days. In 
one case, the hospital laid a pipe line to a nearby 
ornamental lake and was prepared to pump the water 
for steam purposes. 

None of the hospitals were touched by the flood 


waters, and none were seriously affected in respect to 
any shortage of their supply of food or medicines. 
Fortunately, the epidemic of disease in the wake of 
the flood, anticipated by Red Cross officials, Public 
Health authorities, and many physicians, did not 
materialize, probably, because of the extreme care 
exercised by everyone and the speed with which the 
clean-up was effected. The number of serious cases, 
pneumonia, flu, and the like were relatively few re- 
sulting from the exposure to which thousands were 
subjected. There were hundreds of minor illnesses 
and injuries which required hospital care and atten- 
tion and these were handled but not without taxing 
the resourcefulness and ingenuity of the management 
of the hospitals without electrical current to operate 
their facilities. The lack of telephone service apply- 
ing to all the hospitals was a serious matter, as also, 
was the interruption of free highway communica- 
tion between the different sections of the city. 


Light and Power Service Failed 


The plight in which most of the hospitals found 
themselves can well be illustrated by the experience 
of one of the larger institutions in the downtown 
area, undertaking to care for 216 flood victims, and 
nearly 400 other patients. Patients had to be carried 
down from one department to another on stretchers 
and in chairs. The difficult laundry problem was 
quickly solved through the courtesy of a, neighboring 
institution having its own electrical power offering 





Transporting a Flood Victim to the Hospital 
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A Row Boat Ambulance Transporting Flood Victims 
to the Hospital 


not only to handle the laundry but furnishing the 
necessary supplies as well. Serving meals to pa- 
tients as high up as the ninth floor was another 
problem. This was met by stretching a human chain 
of volunteers, Boy Scouts and others, on the stairs 
and along the corridors and passing the trays hand 
to hand from the general kitchen to the patients in 
the wards and rooms. In this manner the service 
was accomplished almost as expeditiously as by the 
usual lifts and food trucks. Light was provided by 
means of lanterns and candles, except in the delivery 
and operating rooms, where Delco systems, difficult 
to obtain, had been installed. 

Telephone service everywhere, both in and out, 
was thoroughly disorganized. However, as quickly 
as the waters began to recede, the telephone company 
repairmen put in a few temporary lines for the use of 
the entire city, but limited to emergency calls. Even 
so, inasmuch as the company’s exchanges were not 
operating fully, there were but few points the hos- 
Pitals, or others, could reach. Except for radio, 
which could be operated only where independent 











power systems were in use, the hospitals had no 
outside contact other than by messenger. In some 
instances, staff members were unable to reach their 
hospitals owing to impassable bridges and flooded 
streets; in others the doctors and employees re- 
mained in the hospitals. 


The Hospital Ambulance and Relief Service 


The work of the hospitals was not wholly con- 
fined within their own walls. It was in the stricken 
areas, by no means confined to the city limits, where 
they shone to the best advantage. The way in which 
trucks of food and medical supplies, with ambu- 
lances, doctors, and nurses were rushed to outlying 
districts and the way in which dietitians, engineers, 
and clerks rallied to extend outposts by setting up 
temporary first aid stations, is a thrilling story in 
itself. For instance, one hospital, at the request of 
the Governor of the Commonwealth, rushed blan- 
kets, food, and medical supplies by truck to a town 
forty miles away where the water had risen so un- 
expectedly that more than 100 persons barely es- 
caped with their lives. Mothers with babes in their 
arms, walked through hip-deep water to places of 
safety. The need of relief could not be delayed, 
and it was not delayed. Within a very short time 
after the Governor’s request was received, out of its 
own stores, blankets, medicines, and food-stuffs were 
on their way. Another instance—when word was 
sent out that the Sixteenth Street Bridge across the 
Allegheny had been swept from its piers, with loss 
of many lives, every hospital in the city had an am- 
bulance and a corps of doctors on the scene almost 
immediately, as though by the exercise of some 
magic. When the ambulances and doctors arrived, 
the bridge was in place, and never did leave its piers 
or suffer serious damage. False alarms and un- 
founded rumors were quite the order of the day. 

The completeness of a modern hospital was made 
apparent a few days later when calls for food, cloth- 
ing, medicines, and various other items of assistance 
came pouring in, and relief committees were seeking 
the use of the laundries. The hospital nowadays is 
little short of a great storehouse for a variety of 
commodities and services that may mean life or death 
when other sources of supply fail and upon which 
the people feel free to draw. 

No finer testimonial to the work of the American 
voluntary hospital system was ever afforded. In 
spite of all the tragedy it was remarkable to note 
the way in which people, who had probably lost 
everything they possessed, resigned themselves to the 
idea that it was something unavoidable and that they 
should be cheerful philosophers. 









Organization and Operation of a Pharmacy 
in the Hospital 


EARL SNYDER. 
Head Pharmacist, Louisville City Hospital, Louisville, Kentucky 


A DISCUSSION of this topic is essentially gov- 
erned by the individual type of hospital and one’s 
own ideas and observations. Many rules could be 
formulated governing hospitals of all classifications, 
yet each type presents its own individual problems 
and complexes. 

Dean Edward Spease, of Western Reserve Uni- 
versity, outlines five fundamental principles, relat- 
ing to hospital pharmacies : 

I. Every hospital must have pharmaceutical 
service. By this was meant the full time of a 
graduate registered pharmacist, or pharmaceutical 
service from a nearby pharmacy. 

II. A pharmacy committee chosen from the 
several divisions of the medical staff. 

The purpose of this committee shall be to de- 
termine the policy of operation of the pharmacy, 
comments on drugs to be added or deleted and a 
supervision of their purchase and issuance. 

III. The hospital shall maintain an adequate 
pharmaceutical reference library. 

This shall include: U. S. P., N. F., Dispensa- 
tory, New and Non-official Remedies, medical dic- 
tionary. Journal: J. A. M. A., J. A. Ph. A, 
federal regulations relative to dispensing of alco- 
hol and narcotics, and copies of State Pharmacy 
laws, and sanitary code. 

IV. The hospital shall use drugs, chemicals 
and pharmaceuticals of at least official quality in 
the treatment of patients. 

V. The pharmacist shall have immediate 
supervision over : 

(1) Routine preparation of injection medi- 
cation and sterilization of all preparations he 
himself prepares 

(2) Routine manufacture of pharmaceuticals 

(3) Dispensing of drugs, chemicals, and phar- 

maceutical preparations 

(4) Filling and labeling of all drugs issued to 
nursing units 

(5) Maintenance of approved stock of anti- 
dotes 


(6) Dispensing of narcotic drugs 

(7) Specifications for all drugs, chemicals, and 
pharmaceuticals 

(8) Specifications for purchase and storage of 
biologicals 

Each hospital presents its own problems, and as 
our hospital is primarily for indigents, our pharmacy 
may possibly be at a disadvantage due to financial 
outlay, which other pharmacies with larger appro- 
priations, may not experience. 

However, after an inspection and understanding 
of the workings and principles of our hospital 
pharmacy, I feel justified in stating it closely paral- 
lels the systems used in larger hospitals and may 
possibly be taken as a basis of comparison by other 
hospital pharmacies in the same category. 


Cooperation Between the Pharmacy and Ward 
Units 


Our first favorable feature is the close coopera- 
tion between the pharmacy and the different ward 
units. All the doctors, supervisors, and nurses have 
practically a complete knowledge of all medicaments 
and the usages stocked by the pharmacy. This 
insures against a waste of time ordering any am- 
biguous proprietary, and thereby is a deciding factor 
in eliminating useless expenditures. 

To further the cooperation between pharmacy and 
ward units, a certain period of time is reserved for 
filling requisitions for the ward supervisor, and ward 
doctors. During this period the supervisors obtain 
their supplies of narcotics, biologicals and ampoules, 
and any other medicine not safely consigned to the 
ward basket. Also a discussion is held relative to 
any problems which may have arisen regarding 
dosages, usages of medicines or information regard- 
ing new products. In this respect the pharmacy 
acts in the capacity of a forum or seminar. 


Purchasing New Products 


Our second important feature is the complete 
system of checking and rechecking on the purchase 
of any new product or “specialty.” If a new phar- 
maceutical, not stocked by the pharmacy, is desired 
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it is passed upon by the head pharmacist, the respec- 
tive resident doctor, the “Head of Administration 
of Medicine” and the superintendent of the hospital. 
This product is then purchased and a close check 
made upon its efficiency, before becoming part of our 
fixed stock, . 

This is a routine process, only varied in cases of 
emergency. Larger hospitals have a special com- 
mittee for the sole purpose of approving new prod- 
ucts, but we feel that our system is quite as effective 
as any employed. 

Thirdly we have a complete centralization in the 
pharmacy. As well known, the pharmacy is no 
place for the odds and ends of other departments 
but must exist primarily for the careful and proper 
manufacture of and dispensing of medicines. 


Dispensing Prescriptions for Out-Patients and 
In-Patients 

In our out-patient department we work hand in 
hand with the clinical staff. A complete list of house 
Rx’s is furnished the individual clinics and this list 
is not given as a type or number, but denotes each 
ingredient in each prescription, thus making their 
writing convenient and practical. If any requests 
for deviations from house Rx are desired, they are 
gladly and willingly complied with. At this point 
it may not be amiss, to briefly explain a phase of our 
dispensing to the out-patient. 

The patient’s prescription is received, com- 
pounded, checked by the chief pharmacist, and re- 
ceives a last minute checking while the patient’s 
name is being called. We charge a flat fee of ten 
cents for each prescription unless the social service 
department has certified the patient as being unable 
to pay. The monies received from the prescription 
are used for the purpose of procuring any unstocked 
medicines for indigents, which the staff doctor may 
have prescribed. Another function of the pharmacy 
is the dispensing for the in-patient. They receive a 
major portion of our time, as their treatment is 
charted and systemized, so consequently we reserve 
the first hours of the morning without interruption, 
for the dispensing and compounding of all medi- 
cines used by the wards. During this period all 
medicines, solutions, etc., used during the day are 
prepared. 


Inspection of Drug Supplies 


The pharmacy must keep a complete line of all 
extensively used bio-chemicals and ampules. Over- 
stocking and out-dating are eliminated by having a 
contract agreement with jobber and ordering at one 
time only what we may need for a few days’ supply. 
This system allows for an extensive supply but no 
overstocking. 
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Ward inspections of drug supplies are made 
weekly, with an especial notice of narcotics, alcohols, 
and potent drugs. Each ward receives a specialized 
inspection for supplies that are consistent with its 
function. 


Manufacturing of Pharmaceuticals 


The biggest function of the pharmacy is the manu- 
facturing of pharmaceuticals. This is a feature 
whereby a discriminating pharmacist can greatly 
save in expenditures. A hospital pharmacy can 
legally and easily manufacture pharmaceuticals, 
which may be required due to its extensive in and 
out-patient demand. Experience has taught us to use 
only chemicals and pharmaceuticals from houses of 
well-known reputation. A factor worth being inter- 
posed, is that of making up solutions of salts and 
chemicals, to a definite number of grains to the dram, 
thus allowing proportionate measuring instead of 
weighing of prescriptions, thereby facilitating and 
speeding up the dispensing of prescriptions to the 
out-patient department. 

The largest problem faced by the hospital phar- 
macy is that of operating within the budget. 
However, this problem tends to bring out in the 
pharmacist all the capabilities which he may possess. 
Handling a few proprietaries, however, at least 
insures a standardized form of medication which in 
the long run is probably better for the patient as it 
gives him a palatable, agreeable and potent prescrip- 
tion of official strength. 

All points taken into consideration it can readily 
be seen, the integral part the pharmacy plays in the 
proper functioning of a well-ordered hospital, and 
it is our hope that this brief explanation of the func- 
tion and organization of a hospital pharmacy will 
bring a closer acquaintanceship and understanding 
of the influence the pharmacy has on every phase of 
hospital work. 

sciemaaistaiiaias 


Non-Slippery Floor Wax 


A patent for non-slippery floor wax was recently 
granted to Brooklyn, N.*Y., inventor. About ten 
per cent of high grade light-colored raw rubber 
added to the mixture of beeswax and carnauba wax 
generally used in the making of floor waxes gives 
the non-slippery property. 

The patent states “Floor wax containing this 
amount of added rubber, acquires a coefficient of 
friction making it safe in the household but without 
forfeiting the advantages of wax properties.” 

Any invention that will lessen the hazards of slip- 
pery floors will be of particular interest to institu- 
tions where heavy traffic makes the use of floor 
preservatives imperative. 





The Orthopedic Patient as an Individual 


MARY L. POOLE 
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7. CRIPPLED PERSON is different. He is 
different in appearance. He is different in the use 
of his body. He is different in his relationships with 
society. And with all his differences he has the 
normal desires for security, love, power, and 
achievement. 

A recent estimate* shows that there are in the 
United States 454,157 crippled children or 3.7 per 
1,000 of the population and 426,358 crippled adults 
or 3.2 per 1,000 of the population. 


Since the beginning of the Twentieth Century, 
there has been increased awareness of the size of this 
problem and a recognition of the needs of these 
people as a responsibility of society. 


There is much literature on the subject of the 
orthopedic patient, or the crippled person. This 
literature can be roughly divided into: those scien- 
tific journals reporting discoveries and advances in 
orthopedic treatment; and the large group of books 
and articles dealing with the more popular presenta- 
tion of the subject, “Care, Cure, and Education of the 
Crippled.”” Recently another development, rehabili- 
tation, has produced many publications. It is recog- 
nized that after orthopedic care, rehabilitation is of 
paramount importance, and it is being very widely 
studied. Though this has been recognized as a med- 
ical and social problem throughout the ages, but two 
articles by medical social workers have been pub- 
lished: “Opportunities for Social Service in An 
Orthopedic Department,” by Edith Baker, reprinted 
in 1918, JOURNAL OF BONE AND JOINT 
SURGERY ; and “Study of Handicapped Children,” 
based on 150 crippled children referred to the Social 
Service Department of Indiana University in 1919, 
now out of print. 


This increased interest has led to the development 
of many agencies and organizations whose purpose 
it is to spread constructive interest in the subject 
and to develop ways and means of treating these 
people. This is true throughout the world. The 
Child Welfare Committee of the League of Nations 


*Henry Kessler, ‘‘The Crippled and Disabled,” p. 264, Co- 
lumbia University Press, 1935. 


has put the question of crippled children on the list 
of subjects to receive careful consideration and study 
as soon as possible. 

There are the International and National Societies 
for Handicapped founded in Elyria, Ohio, in 
1919 and 1922, respectively. Between thirty-five 
and forty states have State Societies for the care of 
the handicapped, privately supported. All but two or 
three states are recognizing this problem and meet- 
ing it by state departments which assume various 
responsibilities through their Boards of Education 
or Departments of Health, or Bureaus of Labor and 
Industry, and in some states all three departments 
are engaged in work for the handicapped. There 
has been no uniformity of action throughout the 
country. 

The Social Security Act, passed by the 1935 Con- 
gress, definitely placed this great problem as a re- 
sponsibility of the Federal Government through a 
provision “to improve and extend services, and care 
and facilities for diagnosis, hospitalization, and after- 
care for children who are crippled or who are suffer- 
ing from conditions which lead to crippling.”+ To 
make this program possible there is to be an appro- 
priation for each fiscal year of $2,850,000 which will 
be administered by the states under the supervision 
of the Children’s Bureau of the Federal Department 
of Labor and Industry. Through this Act of Con- 
gress, great forward steps are possible in the field of 
prevention, cure and after-care of crippled people. 


Broadly speaking, the term cripple embraces all 
those who are handicapped by the total or partial 
disfunction of some member of the body. This in- 
cludes, the deaf, the blind, and many other classes 
in addition to those who have muscle or bone abnor- 
malities. This paper will confine its discussion to a 
review and an analysis of an unselected group of 
524 patients who were in attendance at the ortho- 
pedic clinic at the Hospital of the University of 
Pennsylvania during a period from May 9, 1934 to 
January 9, 1935. This group is but a small number 
of the total who are seeking medical care in order 


~Congressional Digest, August, 1935, pages 199-202. 
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that they may realize a more complete life. In ana- 
lyzing this group one sought to learn: were they 
able to carry out the recommendations of the clinic; 
were they faithful in attendance; were they receiving 
the social treatment as well as the medical treatment 
which was needed; what were their social needs; 
could they and were they making full use of the 
known opportunities for their rehabilitation and 
adjustment ? 


Findings 


For the purpose of clarity the patients were 
grouped by comparable diagnoses into three main 


divisions : 
Per cent 
of Total 
NE in caw agen y Maw ke ae a wane eeen 41 
SECC TEC CTE CCT COROT TS 18 
TE SE ene By Cee Pe rr a 14 
i  Mneetne PRPHIGES . W.. ko cic orc ces dees 6 
I eo ead inh SV ewtatawn Cede ha 3 
ERO ee er er ee re ee a2 
NN CE UN og Sia dows 2 nama we cales 2.1 
Knock-knees and bow-legs.............-. 2.1 
Tuberculosis of bones and joints........... 1.7 
GNINEt PUUINNUN 556 oie iG tice dkeee neces 17 
IN 65565. aneeuenvedeaepanweee 8 
rN is DELL ts keene eoves tee + 
EC 


Each division will be discussed from the stand- 
point of social difficulties incident to the disease and 
the patients’ cooperation in treatment recommenda- 
tions. Of the total group, 69.3 per cent were adults 
and 30.7 per cent were children. 


Group I 


Seventy-three per cent of the patients came to the 
clinic for treatment of flat feet, arthritis and back- 
ache. This large percentage cannot be ignored. 

Dr. A. Bruce Gill has said that “pain and disability 
of the foot is one of the most common conditions to 
which the human body is subject.”* Most people 
have little respect for their feet, mis-using them daily 
and practicing unwise economies at their expense. 
People with painful feet are usually tired, cross and 
almost any effort seems too great for them. They 
cannot be pleasant companions or parents. 

To illustrate: Mrs. Martin suddenly realized that 
for weeks she had been too tired to take the baby to 
the clinic, that she had not gone to the park with the 
children, and that she was quarreling with her hus- 
band and expecting him to do a good deal of the 
housework. This was so different from her usual 
behavior that she came to the hospital and eventually 


——.. 


*“Diseases of the Foot.” A. Bruce Gill, 1932. 
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arrived in the orthopedic clinic. A diagnosis of flat 
feet was made and orthopedic shoes and arch pads 
prescribed. She came to the social service depart- 
ment for advice, not being able to believe that such 
simple treatment could help, and in any case unable 
to afford the shoes and pads. A good deal of inter- 
pretation was necessary to bring her to the point of 
being willing to wear the recommended shoes and 
pads, and when convinced she was able to secure 
half the cost from relatives and the remainder was 
given through the social service department. They 
did not give her relief at first and she failed to return 
to clinic. A follow-up visit brought her back and 
when the pads were adjusted there was relief. She 
has now resumed her normal life and is saving for a 
second pair of orthopedic shoes. 

Following the establishment of the diagnosis and 
the initial recommendations, the real treatment is 
social. It is largely educational, as was shown in 
Mrs. Martin’s case. The patients must be taught to 
persist in specialized exercises for a long period of 
time. They must buy and have the money to buy 
more expensive and uglier shoes than they are ac- 
customed to wearing. They must be willing to wear 
them. They must have the will-power to combat the 
advertising quack and the layman’s advice. They 
must bear with an unsympathetic family who do not 
see the fallen arch and cannot understand its painful 
reaction. They must have faith in sound treatment. 

Of the 218 flat-footed patients, 102, or 46 per cent, 
apparently made no effort to carry out recommenda- 
tions. One hundred sixteen, or 54 per cent did 
carry out recommendations, but of this number 25 
per cent were referred to the social service depart- 
ment as they obviously could not carry out the 
orthopedic treatment unaided. The recommendations 
made are included in the table. In view of 
the fact that of those classed as making no effort, 
or uncooperative, 34 per cent made only one visit to 
the clinic, there is indication that some further at- 
tempt should have been made to enlist their cooper- 
ation. Mrs. Thompson is an example of this point. 
She brought her two boys, ages three and five, to 
clinic because they had pain in their legs and knees. 
Diagnosed flat feet, orthopedic shoes and pads were 
prescribed. Three weeks passed and they had not 
returned, so the social worker visited. The Thomp- 
sons could not afford the prescription and Mrs. 
Thompson had not thought it very important. If 
medicine or bed care had been ordered she would 
have starved to provide it, but shoes did not seem so 
vitally necessary. The effects of flat feet were inter- 
preted to her and the. shoes and pads given from a 
private resource. The Thompson children are now 
among the most faithful patients, their father is 
working and every three or four months they are 
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brought in for recommendations of new shoes and 
pads. 

Some of the social problems which would have re- 
sulted had the patients referred to the social service 
department been untreated were: mothers would 
have been unable to pursue their housekeeping and 
child-caring responsibilities; men would have been 
denied opportunity for gainful employment; chil- 
dren having no handicapping symptoms would have 
soon developed definite deformities of the feet; and 
as a result of being tired and cross many would have 
been cut off from normal and important social 
relationships. 

Arthritis forms the next largest group of patients, 
18 per cent of the total, and it is entirely an adult 
group. The arthritic patient has pain in one or more 
parts of his body and sometimes limitation of mo- 
tion. He often does not know what is the matter, 
worries a good deal and is generally unhappy. If 
he knows what is the matter he is subject to advice 
from every other arthritic, and tries out on himself 
many foolish cures. To a greater extent than the 
flat-footed person, the arthritic is beset by constant 
pain, and is unable to carry on his normal activities. 
There is no demonstrable sickness, unless there is 
limitation of motion, but there is continuous pain and 
tiredness. 

In this group, back, feet, and knees were the parts 
of the body most commonly affected; next, hands 
and shoulders, and least frequently affected were 
elbows and hips. The patients, therefore, were un- 
able to do heavy work, walking, lifting, housework, 
and sometimes sewing. Women who have arthritis 
have to neglect their homes and children, and men 
frequently have to give up work. 

Mrs. Wyznoski was referred to the social service 
department when she said that she could not carry 
out the recommendations of baking, massage, and 
rest as treatment for arthritis of the shoulders. 
Social examination showed that she was keeping 
house for her slightly invalided, married daughter, 
that she slept on a couch in the living-room and 
could not lie down during the day, and the care of 
her infant grandson kept her from coming for bak- 
ing and massage. Her daughter had never believed 
that Mrs. Wyznoski was sick and so did not under- 
stand how the family’s routine of living was harming 
her. The social worker’s interest in her mother 
impressed her and she was grateful for the inter- 
pretation of the physician’s diagnosis and recom- 
mendations. Medical treatment for the daughter 
soon enabled her to take over the care of her son 
and a bed-room was given to Mrs. Wyznoski, so 
that she might rest. 

When arthritic patients come to the orthopedic 
clinic for treatment, they have little idea of what is 


in store for them. They expect medicine, liniment 
or strapping. Instead they are embarked on a pro- 
gram of treatment which will keep them occupied for 
a long period and will make heavy demands upon 
their time and purse. Physical therapy is recom- 
mended to give relief from pain; shoes or a brace 
are ordered to support the affected part; and they 
are sent to medical, nose and throat, dental, and 
gynecology, or genito-urinary clinics in search for 
and treatment of foci or infection. They are usually 
advised to rest, and in some instances special diets 
are prescribed. Unless these recommendations are 
carried out the patient’s chances for relief from pain 
and return to normal life are nullified. Thirty-nine 
per cent of arthritic patients apparently failed to 
carry out recommendations. Of the 61 per cent who 
did carry out the recommendations, 21 per cent 
were enabled to do so by treatment through Social 
Service. Recommendations are included in the table. 

Fourteen per cent of the patients came to the 
clinic for treatment of backache. Everyone has 
probably had a backache at one time or another, but 
not everyone has had to go to a physician for relief. 
The diagnosis is divided into three types: 65 per 
cent chronic backache, 22 per cent sacro-iliac strain, 
and 13 per cent acute back strain. The fact that 
there is pain in the back remains constant in any 
type, although the treatment may vary. 


Such a pain makes any sort of bending difficult 


which handicaps the housewife, laborer and desk 
worker alike. Nagging backache makes the patient 
feel tired, cross, and discouraged. Like flat feet and 
arthritis it is not an obvious illness and is misunder- 
stood by relatives, causing tension in family rela- 
tionships. Forty-five per cent of the patients 
complaining of backache were between thirty and 
forty years old, at a time of life when people expect 
to be active and to have responsibilities. 

Mrs. Vertucci had made heavy demands uppn her 
back since she began to work at the age of nine. 
Her first husband died leaving her with small chil- 
dren whom she supported by working in a cigar 
factory. Now at forty she has a second husband, 
an invalid, and they depend upon her daughter. Her 
back has ached so badly that she is often in tears, 
her husband who is obviously sick, has no patience 
and tells her to get out, her daughter demands in 
return for her earnings, a well kept, clean house. 
Mrs. Vertucci in desperation comes to clinic. The 
diagnosis is chronic back strain and the recommenda- 
tion, a support for her back. The provision of this 
through the social service department and the sub- 
sequent relief from pain has restored the home to 
order and happiness and Mrs. Vertucci is able to 
give her husband the care and attention he needs. 

Frequent recommendations for backache were: 
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physical therapy for relief from pain, a corset or 
belt to support the back, shoes and pads if flat feet 
were a complicating factor, fracture boards to sup- 
port the back while at rest, and occasional strapping. 
Forty-nine per cent failed to carry out recommenda- 
tions. Fifty-one per cent did carry out recommenda- 
tions; twenty-four per cent with the aid of social 
service. For recommendations see table below, 


Of this entire group of flat feet, arthritis, and 
backache 42 per cent carried out the recommenda- 
tions unaided, and of the remainder (223 patients) 
26 per cent were referred to the social service 
department for assistance in carrying out recommen- 
dations. Of this number 79 per cent were enabled 
to have the necessary treatment and 21 per cent 
failed to cooperate in the medical and social plans 
for their own care. The types of orthopedic treat- 
ment recommended are tabulated below. 





Per cent 


Recommendation Carried Out 


HMAC SI oa 3, Po goes are id ero ch duit GN Ao a ead ne ee 40 
menos and CORTeCtionS. ...... 6... ccs cceves 56 
"Arch pade—flat fect only..............+...90 

Be ee eee rr 63 

merer Waiver Clinics... 2... cc ccc nee cece 74 

EN agit okt s sy oe me sige ate etree 95 

alan xe unde eeu CRO RR 63 

RE iia oi ¢ CREA ack Fw a ea ba 83 


(Fracture boards, contrast baths, and recommenda- 
tions to dentists are not counted as there is no way 
to check the performance of the patient.) Those 
patients who carried out the recommendations, either 
alone or with the aid of the social service depart- 
ment, equaled 55 per cent of the total, and 45 per cent 
did not secure treatment necessary to relieve them of 
pain. Of those who did not secure treatment, 64 
per cent made but one visit to clinic. 

Flat feet, arthritis, and backache result in the same 
sorts of pain, varying in degree and location. They 
handicap adults from normal activities and responsi- 
bilities. Neither of the diagnoses are obvious or 
dramatic and the sufferer often believes that his dis- 
comfort is ignored and that he is misunderstood. If 
these people cannot have the necessary orthopedic 
treatment, their symptoms will increase and their 
illness will become a more than necessarily disturb- 
ing factor in their homes, and some families will 
become dependent because the wage earner is unable 
to continue employment. 

In order that such end results would not prevail, 
68 per cent of the patients referred to the social 
service department needed financial assistance so that 


—__ 


*In all diagnoses except flat feet, shoes and corrections 
Were listed together. 





they might secure the recommended orthopedic ap- 
pliance. This aid took the form of either a loan, a 
gift, or assistance secured from another agency. 
More than money is necessary for the successful 
carrying out of treatment. Experience has shown 
that patients need to understand why they have pain, 
the reasons for the prescribed treatment, and just 
how this treatment will help them. They need to 
feel that the difficulties that have been incident to 
their illness are understood and their position is 
appreciated. Under these circumstances they are 
permanently won to treatment and will be able to de- 
rive benefits from the clinic and its recommendations. 

Flat feet, arthritis, and backache must not be ig- 
nored, the social problems arising are important to 
the individual and to those around him. 


Group II 


Although these crippled children represent only a 
small part of the total number of patients, their 
treatment both medical and social, is of greatest 
importance. If untreated, these patients are destined 
to be dependent upon charitable institutions or upon 
families frequently unable to assume the burden. 
With treatment they can take advantage of the 
opportunities for education, training, and vocational 
placement and become useful, happy citizens. It can 
now be accepted as a fact, what was until recently 
disbelieved, that the crippled person has the same po- 
tentialities as the normal person for achievement ; 
and that in some instances the crippled person will 
apply himself to a greater extent than the able-bodied 
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because he has the desire to prove his ability in spite 
of his handicap. 

However, the crippled child and young adult must 
have help if they are to develop to their potential 
capacity. Each one is an individual person, with his 
own desires, surrounded by different family groups, 
and subjected to varying environmental and emo- 
tional influences. Ability to carry out treatment and 
to successfully use resources will depend upon the 
coordination of all of these unique factors. 

There are many difficulties in the way of ortho- 
pedic treatment. Braces are expensive, ugly, and 


heavy. Physical therapy which is necessary over a. 


long period of time presents two problems: 


1. Transportation is expensive, and the fact that 
mothers often have to carry the child (burdened 
with braces or a cast) on and off of several trol- 
ley cars prevents attendance ; 


. In order to bring a child for treatment regularly, 
the household routine has to be adapted to allow 
some adult to give up three mornings a week. 


In the face of household responsibilities this is 
often impossible. Physical therapy attendance is not 
a problem for the child attending the classes for 
crippled children in the city Public Schools; but 26 
per cent of the patients were under school age, and at 
the age when often the greatest improvement is pos- 
sible. One child whose parents found it very hard 
to bring her for treatments and who were impatient 
with the slowness of progress wrote to the social 
service department. “We heard on the radio that 
needles cure Infant Tiparalises. Will you please get 
some for Eva at once and oblige—.” This child 
eventually had to be placed in a home for crippled 
children where she is slowly responding to treatment. 


Eva’s story illustrates other: difficulties. Parents 
must understand their child’s diagnosis and treat- 
ment, they must realize that progress is very slow 
and treatment must be regular over a long period of 
time, and they must be willing to cooperate. The 
fact that parents have not understood the recommen- 
dation or have believed that other family problems 
were more important have led to unnecessary physi- 
cal handicaps, and attitudes of bitterness and unhap- 
piness on the part of the crippled children. Crippled 
children need special arrangements for education, 
and they must be trained so that they can compete 
in industry or in a profession. Many of them have 
difficulty finding means of recreation, they are cut 
off from physical activity and play which is so im- 
portant to normal development. They feel keenly 
the fact that some people still look upon them as a 
class apart. They are aware of their differences and 
if they do not have the normal security of love and 


achievement they develop unhealthy mental attitudes 
which lead to anti-social behavior. 

Public and private philanthropy has organized a 
number of agencies to help crippled children. Sta- 
tistics show that the educational and enabling 
programs of these agencies are bearing fruit. Ninety- 
three per cent of the patients made more than one 
visit, indicating an awareness of treatment possibil- 
ities, and 7 per cent were “one visit only” patients. 
Eighty-three per cent of the patients are carrying out 
the medical recommendations, 89 per cent of this 
number with the assistance of the social service de- 
partment and other agencies. The recommendations 
are tabulated below: 


Per cent 


Recommendation Carried Out 


Braces 

Shoe (and corrections) 
Physical Therapy 
Surgery 
Hospitalization 


Refer to other clinics 
Dressings 
Occupational Therapy 


The public and private agencies have been chiefly 
concerned with the provision of appliances, educa- 
tion, training, sheltered. work-shops, and some 
transportation. These practical provisions meet, in 
a limited way, the crippled person’s basic needs, but 
there are still problems interfering with orthopedic 
treatment and social adjustment which make further 
social treatment necessary. Twenty-seven per cent 
of the patients referred to the social service depart- 
ment have been unable to have treatment because 
their parents had failed to cooperate. Twenty-seven 
per cent came from homes physically unsuitable for 
the care of the crippled child. There were various 
manifestations of personal maladjustment in 20 per 
cent of the cases. 


For examples: Bessie (20 years) who had a 
tubercular knee did not improve in spite of the 
molded splint and instructions to rest. She was 
referred to. the social service department. Study of 
the situation showed, that although Bessie thought 
she was resting because she was not out of the house, 
she was doing most of the cooking and ironing fot 
a family of nine, and that the cast was so unwieldy 
that she was frequently tempted to remove it. Fol- 
lowing consultation with the physician, treatment 
consisted of securing a lightweight brace for her and 
sending her to a convalescent home for six weeks s0 
that she might be built up physically and learn a 
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good regime of rest. Before she returned home her 
family were helped to understand her need for rest 
and the household routine was reorganized. She is 
at home and her knee is slowly but surely improving. 

There is the patient, Richard, who believed that 
the world doubted his ability and looked down upon 
him because infantile paralysis had given him a 
curvature of the spine and paralysis of a lower ex- 
tremity. He was bitter, defiant and hypersensitive, 
and determined to achieve success, although’ he ex- 
pected to have to battle everyone for it. The social 
treatment had many forms. He was helped to have 
necessary orthopedic appliances for which he had 
been referred to the social service department. When 
he had to stay at home because of a particularly 
uncomfortable cast, a visiting teacher was secured 
through his High School. Gradually his confidence 
was won, a fine relationship was developed between 
the boy and the orthopedic staff through interpre- 
tation of the one to the other until Richard became 
a cooperative and faithful patient. In order that he 
might be able to make the most of his ability, he was 
sent for vocational guidance. This has stood him 
in good stead as he won, in open competition, a 
scholarship to a university. The once unhappy, 
rather unpleasant boy is now a cheerful, purposeful 
young man on the road to success. 


These crippled people need to be accepted as 
worthwhile, intelligent, and able to assume responsi- 
bility. Their capacity for responsibility must be 
recognized and regulations made accordingly. They 
need the backing and help of people who understand 
them and do not indulge, pity, or scorn them. 


The parents and family groups are the most im- 
portant influences upon the crippled person, and 
many of them do remarkable and successful work in 
this field. But the world has not yet progressed to 
the degree that all people who are close to cripples 
are able to deal with them wisely, unemotionally, and 
helpfully. Until such a time, physicians, teachers, 
nurses, social workers, and all professional people 
will have to use their knowledge and skill to offset 
the maladjustments wrought by unthinking people. 
Through education and example, this professional 
group can demonstrate to lay-persons how to be of 
the best service to the handicapped. The adjust- 
ment of each crippled person is a matter for individ- 
ual study and each one must not be denied his 
chance for success in the world. 


ole Ill 


Seven and three-tenths of the entire group came 
for treatment of old fractures and miscellaneous 
diagnoses. Two-thirds of them were adults. Because 
of the large number of adults these patients do not 
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Carrying on School Studies in an Orthopedic Ward 


fit into the second group, and because of the obvi- 
ously crippling and handicapping effects of the 
diseases, they cannot be compared with the first 
group. 

The fractures which had not healed properly were 
found most commonly in the vertebrae or foot. The 
resulting pain and limitations of motion prevented 
walking, bending, and lifting. The majority of these 
fractures were the results of industrial accidents and 
the patients were unable to resume their usual em- 
ployment. In some instances, treatment could restore 
function, and in others the patient had to change his 
usual habits of work to adjust to his handicap. 

There are twelve diagnoses in the Miscellaneous 
Division : 

Osteo Genesis Imperfecto 

Spondylolisthesis 

Absorption of the end of Ulna 

Post Encephalitis 

Malignant Growth 

Beurger’s Disease 

Paraplegia 

Charcot’s Disease 

Amputated Leg 

Congenital Dislocation of head of right Radius 

Poor Posture 

Tight Tendon Achilles 

All but two are definitely handicapping. For the 


majority, complete cure is not possible, but pain can 
be eased and partial function restored so that the 








Osteomylitis and Infantile Paralysis 


patient may utilize the resources for handicapped 
people. Their particular problems and needs are 


comparable to those discussed in GROUP II for 


crippled children. 
Recommendations made are tabulated below: 


Per cent 


Recommendation Carried Out 


Physical Therapy 

Braces 

gk Te eet re re 80 
Surgery 

Refer to other clinics 


Twenty-three per cent of the patients did not carry 
out recommendations for treatment, and of these 78 
per cent made but one visit to clinic. Forty-eight 
per cent of those who carried out treatment were 
enabled to do so because they had been referred to the 
social service department. Without the orthopedic 
treatment for those referred to the social service 
department, 35 per cent would have been unable to 
pursue gainful employment, and 14 per cent would 
have been unable to continue their home-making 
responsibilities. With treatment and lessened handi- 
cap, 14 per cent needed special trade training, 14 
per cent needed special educational facilities, and 7 
per cent required permanent placement. Fourteen 


per cent believed that their compensation probiim 
had been unfairly treated and without interpretation 
of their situation and rehabilitation they would hve 
become permanent, unhappy dependents. 

Harry Peterson had unsuccessfully appealed for 
further compensation for a second fracture of his 
os calcis, for which a brace had been prescribed in 
clinic. He was referred to the social service depart- 
ment for the brace which was provided. He was 
then sent for expert legal advice, as he wanted to 
continue his fight. Expert advice was wanted, as he 
was subject to advice from unscrupulous lawyers 
who wanted to appeal for him and who kept his 
hopes aroused and prevented his adjustment to his 
handicap. The expert advice was against further 
appeals. His legal position was carefully explained 
to him so that he could intelligently deal with other 
lawyers and he was sent to the Rehabilitation Bureau 
for training or placement in a suitable trade. He is 
slowly accepting his position and the need for a 
changed mode of life. 

The surgeon was very anxious for Clement, aged 
12, to have regular occupational therapy treatments 
to encourage motion in his wrist following a Nicola 
operation for congenital dislocation of head of right 
radius. Appointments were made and Clement did 
not come. The occupational therapy department re- 
ported this to the social service department. Social 
examination showed that Clement had been back- 
ward in school, ignored and shamed by his family 
because of his disability and that after a good deal 
of work the Jewish Welfare had been able to bring 
his family to accept him, and tutoring had finally 
advanced him from the O.B. Class to the regular 
class-room where he had to work very hard to stay. 
He would not miss school for occupational therapy 
and he would not use his arm in front of the other 
boys because he was ashamed of his weakness. His 
behavior was understandable and on the basis of 
this information, the school, Jewish Welfare, and 
occupational therapy department cooperated, the 
school sending him for occupational therapy during 
hours when his class was in shop and accepting from 
the occupational therapy department a certificate of 
attendance. His background was reported to the 
occupational therapy department and they made spe- 
cial efforts to give him work which caught his inter- 
est and seemed to him important. Without the 
individualized study and treatment this boy would 
never have obtained benefits from surgery. He has 
taken occupational therapy regularly for eight 
months and is showing real progress, physical and 
emotional. 

These few patients and adults, if untreated, suffer 
severe handicaps, they are dependent, unhappy bur- 
dens upon their families and society. Orthopedic 
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treatment and social adjustments can bring many of 
them to development of their total abilities, and thus 
independence. They represent a serious challenge 
to society. 


Conclusion 


Patients who are examined in an orthopedic de- 
partment are suffering from a chronic disease, 
subject to improvements and regressions. The state 
of chronic illness can either be passively endured and 
allowed to run its damaging course, leaving the pa- 
tient useless and dependent; or, by the provision and 
use of opportunities for treatment, education, voca- 
tional and emotional adjustment, the patient may be 
able to make a place for himself and live a more 
nearly happy and useful life. Therefore, the major 
emphasis must be on prevention of the serious dam- 
aging effects of the diseases. It has been shown that 
this is possible, even in the cases of flat feet and 
backache, and there can be no doubt of its possibility 
with children. 


The study of this group of patients shows that all 
of these diseases have social effects which are far- 
reaching and that they carry with them special social 
problems which interfere with the patient’s response 
to treatment. Each patient requires both medical and 
social treatment. In a certain proportion of the cases, 
the social treatment can be effectively given by the 
physician with the aid of an intelligent patient or an 
understanding patient group. However, it is shown 
that in the clinic a large percentage of patients fail 
to cooperate in treatment, either because of their 
own lack of understanding of the possibilities of 
treatment, or through environmental handicaps 
which are beyond their own ability to remedy. 


No case coming to an orthopedic department is 
an unimportant case, and every case should be exam- 
ined by a social worker with an understanding of the 
social and physical complications of the orthopedic 
disease and with a full knowledge of the means of 
treating the social problems incident to them. It is 
possible through adequate medical and social treat- 
ment to radically decrease the number of dependents 
who are burdens to themselves and to society. This 
is true for adults and it is especially true for children 
who furnish the greatest preventive opportunities. 


Treatment must be individualized. Now that 
machinery for care, education and rehabilitation is 
well founded, emphasis must turn to individual ad- 
justment. Mass action has provided, and will con- 
tinue to provide, general opportunities, but careful 
analysis of each crippled child and adult is necessary 
so that these opportunities may be effectively used. 

In addition to the need for individual treatment, 





















Getting Ready to Go Home 
After Treatment 


the study has shown that there are certain commu- 
nity weaknesses which should be strengthened to 
prevent the potential dependence of these patients, 
both young and old. 


There is a great need for further popular knowl- 
edge about flat feet, arthritis, and backache. This 
would develop a more universal acceptance of their 
effects and more widespread use by patients of treat- 
ment recommendations. With a better understand- 
ing of body mechanics there would be less abuse of 
feet and backs. If people were free from the dom- 
ination of advertising quacks, and were taught the 
principles of correct foot-wear, the number of pa- 
tients requiring orthopedic treatment would be 
materially reduced. Education through schools and 
well baby clinics can meet these needs for the coming 
generations, and sound writing in popular form 
would help the present adult group. 


There is a lack of resources for assistance to the 
adult orthopedic patients. It is hoped that with a 
broader educational and preventive program that in 
the future there will be fewer adults coming to the 
orthopedic out-patient department. However, in the 
meantime, these patients are numerous and they are 
burdens to themselves and damaging to the lives of 
the adults and children around them. The commu- 
nity needs to face this problem and open up resources 
for assistance. 


There are many social agencies working directly 
with various aspects of the crippled child. They 
work independently and only by individual contacts 
do they come to understand each other’s peculiar 
function and contribution. If these agencies were 












more closely coordinated, and together thought 
through the needs of their crippled patients, there 
would be increased efficiency on the part of the agen- 
cies and the patient would benefit from a continuity 
of treatment and improved facilities to meet their 
needs. 

Transportation for the pre-school child and the 
adult post-operative patient is not satisfactorily pro- 
vided. The assumption of responsibility for trans- 
portation would be a fine contribution for some 
agency to make to the field of orthopedic work. If 
at the same time a continuous program of home- 
teaching from the public schools could be arranged 
there would be less need for the permanent place- 
ment of children in institutions. 

“Follow-Up” is usually carefully done during the 
stages of active treatment in the orthopedic depart- 
ment. After that period the patients are frequently 
lost. Because of the recurring needs for further 
orthopedic treatment and the constantly arising so- 
cial problems, clinic contacts should be maintained, 
although it may mean only a visit or two a year. 
This need for follow-up is especially true during the 
adolescent years when patients tend to disappear 
from clinics. 

For the adult patients who develop a definite in- 
dustrial disability, there needs to be early recognition 
of their handicap so that efforts may be directed 
toward industrial rehabilitation and individual ad- 
justment to a changed mode of life. 

With ever-increasing skill, orthopedic surgeons 
are restoring hope to the lives of crippled people. 
The Federal and State Governments and _ private 
agencies are finding ways and means of providing 
care, education, and employment. All of these new 
opportunities are looking toward added happiness 
and decreased necessity of dependence for crippled 
individuals. Because of continued contact with the 
patients and understanding of their problems, there 
are no two places so strategically situated for the 
utilization of these resources for the benefit of the 
crippled, as the private office of the orthopedic sur- 
geon and the hospital orthopedic clinic. The private 
physician knows his patients in a way which it is 
not possible for him to know them in an orthopedic 
clinic. There is not the same patient-physician rela- 


tionship. The clinic clientele are frequently people 


who have not had many educational advantages or 
widespread opportunities. They do not understand 
medical terminology. They do not know the exist- 
ing resources to meet their needs. If true orthopedic 
treatment is to be given to clinic patients, there must 
be available both social and medical treatment for 
each individual patient. 
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A Study in Hospital Air Conditioning 


E. L. MacQUIDDY, A.B.,.M.D. 
Assistant Professor of Medicine, University of Nebraska, College of Medicine 


rE HE POPULAR demand for air conditioning, 
particularly air cooling, presents to the medical pro- 
fession and hospital managements a real problem. 
Shall we make air conditioning available for selected 
hospital patients ? 

In August, 1934, the writer was supplied with 
General Electric Units to air condition three similar 
rooms at the Douglas County Hospital, Omaha, 
Nebraska. 





The unit in the third room was a cooler only. This 
was desired so a comparison between cooling and 
true air conditioning could be made. 

No detailed investigation was made until the sum- 
mer of 1935. During these months a study was 
made of the patients listed in the following series. 
In addition the ability of the machines to deliver 
filtered air, and to maintain suitable temperatures 
and humidities was observed. 

The charts do not show to which rooms the 
patients were assigned. Because there was no air 
filtration in room three observations were restricted 
to post-operative cases. Patients with hay fever and 
asthma were studied in rooms one and two. 


In room one the temperature could be lowered to 











Unit in Room Number One 
All Year Around Air Conditioning 


An all year round unit was placed in room one. 
This machine filtered both fresh and recirculated air. 
Winter heating and humidification were accom- 
plished by steam coils and steam jets. Summer cool- 
ing and dehumidification were obtained by refriger- 
ant coils. As much as twenty per cent of fresh air 
could be supplied by means of a window duct 
equipped with a damper. 

A unit with one-half the capacity of the first was 
placed in a second room. 
pans work was made possible by grants from the Nebraska 


gower Co., the Electric Housekeeping Co. of Omaha, Ne- 
raska and the Federal Emergency Relief Administration. 
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Unit in Room Number Two 


The Recording Thermometer Shown Was Used for the 


Registering of Outside Temperatures 





sixty degrees if desired. The average patient com- me NE 
plained of being cold when temperatures below sev- 
enty degrees were used. 


$ 


& 


In room two patients were comfortable at temper- 
atures of seventy to seventy-two degrees. Temper- 
atures higher than these were uncomfortable. 

In room three with cooling only, patients and 
nurses complained of odors. This we felt was due 
to a lack of fresh air. The odor could be eliminated 
only by opening the doors and windows. These same 
odors occurred in the other rooms when the intake 
of fresh air was below ten per cent. 


% 


x 


quensag ut Apert? 


The air studies were conducted while patients were 


. . ‘ duly 22 July 23 July 24 1995 
in the room in order to test the efficiency of the ma- This chart shows relative humidities outdoors and with- 


chines under actual working conditions. It was not in the rooms. These readings were taken at two-hour 
unusual to have ten or twelve visitors a day in addi- intervals. It can be seen by these charts that the relative 


; humidity obtained was a fixed one. This could not be 
tion to the nurses and attendants. The results shown varied at will and was dependent apparently upon three 


. : : hie : factors, the amount of outside humidity, the size of the 
in all the charts should be studied with this in mind. coils in the machine itself and the capacity of the fans. 


Clinical Summary 


Days Under Time to 
ASTHM A— ‘ Observation Relief Remarks 


1 day Marked improvement. 
1 day Marked improvement. 
5 days Little improvement until fifth day. 
1 day Relief. 
3 hrs. Relief. 
1 day Marked improvement. 
1 day Marked improvement. 
ee: Made worse. 
. A. 1 day Marked improvement. 
10. F.M. 30 1 day Marked improvement. 


_ Eight of the ten cases of bronchial asthma studied were improved during the time that they were in the 
air conditioned rooms. Practically the entire group studied had pollen asthma. 


Days Under Time to 
HAY FEVER— Age Observation Relief Remarks 


25 2 2 days Head cleared, some cough remained. 
28 1 1 day Little clinical improvement but felt 
markedly better next four days. 
26 2 days No improvement. 
24 3 hrs. Marked improvement. 
63 2 hrs. Eyes cleared, nose improved. 
29 4 hrs. Sneezing and itching stopped. 
61 2 hrs. Nose feels better, but still some 
congestion. 
4 27 5 hrs. Slight improvement. 
a DA. 26 . Ilday No improvement. 
10. m 5 23 1 day Markedly improved. 
1). SiMe. 23 1 day Markedly improved. 
12. % os 34 2 hrs. Markedly improved. 

While the time spent in the air conditioned rooms was comparatively short for each of the hay fever 
patients they were kept under observation long enough in most cases to see improvement. At the same time 
these patients were being studied in these rooms the author observed cases outside and concluded that the 
relief obtained here was in a large measure due to the absence of pollen in the air. 


Days Under 
POST-OPERATIV E— Age Operation Observation Remarks 
34 Herniotomy il Comfortable. 
36 Herniotomy 8 Comfortable. 
31 Herniotomy 8 Comfortable. 
Appendectomy 8 Comfortable. 
Appendectomy 6 Comfortable. 


HOSPITALS 





i a 


‘. 
‘, 


TIN 





F 3 


Appendectomy oI Comfortable. 
Appendectomy 7 Comfortable. 
Herniotomy 14 Comfortable. 
Appendectomy 9 Comfortable. 


Days Under Time to 
Observation Relief Remarks 
14 3 days Marked subjective and clinical 
improvement. 
10 4 days Marked subjective and clinical 
improvement. 


Days Under Time to 
Observation Relief Remarks 
27 lday - Marked subjective improvement. 
Some clinical. 
8 hours aes No improvement ; left, too cold. 


Days Under Time to 
Observation Relief Remarks 

3 5 hrs. Pulmonary Embolus. Marked sub- 
jective improvement. 

3 1 day Pulmonary tuberculosis. Very com- 
fortable in room. Dismissed to 
hot ward, started coughing, died 
in twelve hours. 


We are unable to say in our post-operative studies that the patients recovered more rapidly than those left 
in the warm rooms. We had no complications in this group of patients. The chief factor noted was the 
comfort of the patient and this is something which cannot be measured by a thermometer or yardstick. We 
had the opportunity to observe patients not in air conditioned rooms in the same hospital and they were all 
greatly disturbed by the heat while those in the air conditioned rooms suffered no ill effects whatever. 

This series of cases is not large and will be extended in 1936. However, we feel that soon the patient 
will demand protection from heat as well as from the rigors of winter. 


Pollen, bacteria, and spore counts, and temperature and relative humidity readings were carried out for 
the entire summer. The following selected portions of tables illustrate the results of these observations. 

The pollen counts were made by exposing vaseline covered glass slides for twenty-four hours. One of 
these slides was placed in each air conditioned room and one in an unfiltered hall and one outside. The pollens 
found at this particular time were ragweeds and burweed marsh elder. 


Number of Pollen Grains per Sq. Cm. per 24 Hours 
Filtered Filtered Cooled Unfiltered 
Date West Room East Room South Room Hall Outside 
Aug. 6 9 30 150 
9 10 140 246 
4 9 98 196 
3 4 33 132 
4 a 57 207 
6 23 81 267 
8 19 51 126 


Uw Pr RW UIW 


Temperoture Chort 


Maat 


This chart shows the temperature obtained in one of 
the rooms from July 26 to August 2, 1935. The broken 
lines record daily high and low outside temperatures 
taken directly outside the room. The unbroken lines 
show the daily high and low temperatures recorded in 
one of the air conditioned rooms. The machine deliv- 
ered a fairly uniform temperature. 
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Number of Bacteria per 63 sq. cms. per Hour 
Plain Agar Media 


W est Filtered East Filtered South Unfiltered Hall Unfiltered Outside 


Date 24 hr. 
Aug. 14 
Aug. 7 
Aug. 2 20 
Aug. 27 
Aug. 32 
Aug. 2° 28 
Aug. 16 


48 hr. 


30 
22 
36 
46 
40 


32 


24 hr. 


= 


/ 
1 
17 
6 
8 
50 
9 


48 hr. 
x 
6 
24 
16 
12 
| 
13 


24 hr. 


9 
0 
2 
39 
32 
43 
21 


48 hr. 


13 
> 


12 
132 
108 
100 

67 


24 hr. 


36 
26 

8 
21 
14 
94 
34 


48 hr. 


kg 
126 
34 
88 
149 
185 
90 


24 hr. 
64 
53 
72 
96 

129 

120 

109 


48 hr. 


164 
236 
105 
304 
409 
148 
436 


The bacteria plates were made by exposing petri dishes containing various media in the same places where 
the pollen exposures were made. The plates were incubated for 24 hours and counted, then incubated for an 
additional 24 hours and counted. 


Number of Bacteria per 63 sq. cms. per Hour 
Blood Agar Media 


West Filtered East Filtered South Unfiltered Hall Unfiltered Outside 


24 hr. 
39 
15 
18 
20 
29 


West Filtered 
Joh. 


48 hr. 


48 
24 


48 hr. 


37 
32 
26 
24 
70 


21 
18 
19 
15 
23 
27 


24 hr. 


5 
9 
1 


1 
8 
13 


Number of 


48 hr. 


18 
66 

9 
13 
27 
12 


48 hr. 
10 
28 
21 
17 
20 


72 hr. 


18 
10 
13 
14 
58 
15 


24 hr. 


64 
23 


130 


40 
5 


60 
23 
31 
40 
80 
68 


48 hr. 


90 
46 
148 
93 


J 


rs) 


72ohe. 


87 
31 
31 
57 
225 
92 


24 hr. 
41 
79 
85 
70 
70 


Spores per 63 sq. cms. per Hour 
Sabouraud’s Media 
East Filtered South Unfiltered 
48 hr. 


Hall Unfiltered 
72 hr. 


48 hr. 
198 
152 
96 
89 
225 
200 


48 hr. 


96 
167 
120 

99 
108 


240* 
200* 
181 
169 
270* 
292 


24 hr. 
160 
178 
164 
181 
130 


48 br. 


322 
400 
196 
313 
15C 


Outside 


48 hr. 
232 
200 
129 
150 
300* 
251 


f2 kr. 


280 
275 
204 
254 
350 
338 


*Besides the three types of plates shown we also made studies with Endo’s media and Wort Agar media. 
The Wort Agar plates differ slightly but not materially from the Sabouraud’s media. The growths on Endo’s 
media were too slight to show anything conclusively. 





*Estimated; too many to count. 





Conclusions 


(1) Patients suffering from hay fever and pollen 
asthma obtained sufficient relief to indicate that air 
conditioning will become an important adjunct to 
other methods of therapy. 

(2) Post-operative cases had 
lescences. 

(3) Air filtration obtained by method studied was 
satisfactory. 

(4) Sufficient air cooling was delivered by units 
used and humidity while fixed was comfortable. 


easier conva- 





(5) Ten to twenty per cent fresh air is desirable 
in hospital air conditioning. 


Unit in Room Number Three 
Cooling and Air Circulating Only 
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Legal Decisions of Interest to Hospitals 


HOSPITAL RECORDS AND THE DOCTRINE OF PRIVILEGED COMMUNICATIONS 


ay HE LEGISLATIVE policy of many states has 
been directed to the exclusion of certain evidence in 
law suits, based upon that confidential relation exist- 
ing between physician and patient. Statutes in many 
states provide substantially that a physician shall be 
disqualified to testify as to information which he 
may have received, or acquired from any patient 
while attending him in a professional capacity, which 
information was necessary to enable him to pre- 
scribe for such patient. Under some statutes, regis- 
tered nurses are disquaiified to testify in suits at law 
concerning that information about the patient which 
may have been acquired in the course of the nurse’s 
attendance on the case. It has been held that such 
a statute applies not only to that information which 
the patient communicates verbally to his physician, 
but-also to such facts as the physician discovers for 
himself in the course of his examinations. It will be 
noticed that the scope of the statute is expressly 
limited to “information which is necessary to enable 
the physician to prescribe for his patient.” 


Under the common law there was no privilege 
given to the patient to insist that communications 
between himself and his physician, touching upon 
the patient’s physical condition, should be excluded 
from the evidence in a law suit in which the patient 
was involved. That rule is still preserved in Eng- 
land, and in those states of this nation which have no 
statute dealing with the subject of privileged com- 
munications between physician and patient. 


Strict application of a statute of the type noticed 
generally imposes a hardship upon the party litigant 
who attempts to base a part of his case upon medical 
evidence concerning the other party litigant. The 
courts have recognized that these statutes often pre- 
vent obtaining the truth in matters in suit, and so 
have held that the statute is personal in its applica- 
tion, i. e., that it is intended to benefit only the patient, 
and that he alone may insist upon its being applied 
for his protection. This rule of statutory construc- 
tion has led to decisions by some of our courts that 
the patient may waive the protection afforded by the 
statute if he so desires. Thus, if the patient chooses 
not to rely upon his privilege, he may do so, and no 
One can object, or complain that he is failing to 
take advantage of the privilege given him by the law. 
The failure, or refusal of the patient to stand upon 
his privilege is known as waiver of the privilege, 





which waiver may be had either expressly or im- 
pliedly. Waiver is implied where the patient, in a 
suit at law, introduces evidence of his past and pres- 
ent physical condition as bearing directly upon the 
issues involved in the case in court. In that circum- 
stance, the party opposing him may introduce medical 
testimony free of the prohibition of the statute deal- 
ing with privilege. Further, it has been held that the 
executor, administrator, and in a few instances, the 
heir of a deceased patient may waive the privilege 
in order to protect the interests of the decedent’s 
estate. Again, in this instance, if the waiver is prop- 
erly made, none can complain or insist that the 
privilege be exercised for their benefit. 


Hospital records, being in most instances a narra- 
tive of the patient’s condition as interpreted by the 
physician, based upon the findings of his examina- 
tion, represent information obtained from the patient 
by virtue of the relation of physician and patient, 
and would therefore appear to fall into that class of 
communications deemed to be privileged from dis- 
closure. The courts of two states, Mississippi and 
Missouri, have held that hospital records are privi- 
leged from disclosure. But in Missouri it has also 
been held that hospital records are not privileged in 
workmen’s compensation proceedings because of the 
statute in that state which makes such records ad- 
missible as evidence in cases of that type. 


In a very few jurisdictions there have been en- 
acted statutes which make the records of public, tax- 
supported hospitals admissible as evidence in suits 
at law, (Massachusetts, Missouri, Ohio, Texas), and 
it has been held in Ohio that where the hospital is 
required by law to keep a record of its patients, then 
information taken from such record is not privileged 
on the ground that the record constitutes what is 
known as a public record. Similarly, in New York, 
where information about patient obtained by a regis- 
tered nurse is privileged, the hospital record is not 
admissible in evidence.. But the courts of Wisconsin 
have ruled that the privilege does not extend to dis- 
qualify the testimony of an intern who was not 
legally licensed to practice medicine at the time when 
the information was obtained by him. 

Thus, it is clear that the records are privileged 
from disclosure if made by a licensed, attending 
physician. But what of the case in which the records 
were made up by, or entered at the direction of a 













staff physician? In that case there is authority that 
the hospital record is admissible and so not subject 
to exclusion by reason of privilege. 

In the greater number of cases in which hospital 
records are in issue, the patient has waived the claim 
of privilege, and is himself seeking to introduce the 
records of a hospital to support his case. There, the 
question of privilege does not, and cannot arise, for 
where the patient has waived his privilege no one can 
insist upon its exercise for their benefit, i. e., the hos- 
pital authorities, the physician, or any other third 
party will not be heard to object to the use of the 
record either as evidence, or as a memorandum 
from which a witness is to testify. 


Under the state of our law at present the courts 
are careful to uphold this privilege and the circum- 
stances are exceedingly rare in which either patient, 
physician, or hospital will be prejudiced by the use 
of hospital records in legal proceedings. Judicial 
tribunals refuse to allow the improvident use of hos- 
pital records in law suits, with the result that all 
parties interested are protected from being forced to 
disclose information of a confidential nature. 

There are certain practical considerations with 
which the administrative officer of an institution is 
confronted in connection with the use of hospital 
records in legal proceedings. Usually, the records 


are brought into court by authority of a writ of 


court called a subpoena. The subpoena is addressed 
to the particular person who has charge of the rec- 
ords within the institution. This writ directs that 
the person named in it appear in court upon a certain 
day with the documents, or records named in the 
writ. In many instances there is produced confu- 
sion as to what should be done—should the records 
be taken into court, or should they be withheld pend- 
ing the time in which legal advice may be secured? 
The answer to this question is unqualified—in every 
instance the person should appear in court with the 
records. This for the reason that to do otherwise 
would be to stand in defiance of the authoritative 
process of a court of record, which inevitably re- 
sults in contempt proceedings. Such proceedings 
are only productive of delay and embarrassment to 
the person held in contempt, and it is possible that 
a jail sentence may be imposed for refusal to obey 
the command contained in the writ. Thus, again the 
answer is repeated—an appearance must be made 
in court with the records. 

- Having appeared in court, the judge will then pass 
upon the questions concerning the admissibility of 
the records, one of which questions is whether the 
information contained in them is privileged, an as- 
pect of the problem which has already been referred 
to in the preceding paragraphs. If the court deter- 
mines that the records of the institution are not 


germane to the issues of the case, or that the records 
are not admissible in evidence for some other rea- 
son, then the party subpoenaed is excused without 
further delay. 

There remains to discuss some of the rules of evi- 
dence which govern the admissibility of hospital 
records. We have already noticed the doctrine of 
privilege, the statutes making’ hospital records ad- 
missible, and the doctrine of waiver of this privil- 
ege. It is now proposed to consider rules of the 
law of evidence governing the admissibility of hos- 
pital records. 

The courts of this country have been reluctant 
to admit the records of hospitals into evidence when 
offered to prove the truth of the facts contained 


in such records. The reason is to be found in the 


view that hospital records constitute that class of 
evidence known to the law as “hearsay.” This is 
because of the practice of those who personally keep 
the charts, or records, to make entries therein which 
are based upon that information which another per- 
son has told them about the condition of the patient. 
Because of such procedure, the courts have reasoned 
that the person who makes the entries is merely 
repeating what he or she had been told, and is not 
recording what is known to the person to be the 
truth. It is readily seen that the existence of such 
a rule in our jurisprudence has worked innumerable 
hardships on parties litigant, and that so long as 
our courts recognize the rule, it will continue to 
present great difficulty to those persons interested 
in the outcome of a suit at law. 

However, the courts have, while recognizing the 
onerous obstacle of the “hearsay” rule, created cer- 
tain exceptions which will permit the use of hospital 
records in law suits. For the greater part these ex- 
ceptions are based upon consideration of necessity 
and utility. 

The first exception is based upon memoranda 
which were recorded by a witness in the case in suit, 
which memoranda are admissible in connection with 
his own testimony for the purpose of refreshing his 
recollection. Thus, suppose that an intern has kept 
memoranda concerning the cases to which he has 
been assigned. If called as a witness for a patient 
who is a litigant, the intern would be permitted to 
testify from his memoranda as to the condition of 
the patient, etc., after it had been first shown that 
the witness was using the memoranda merely to re- 
fresh his recollection, and that he was not reading 
verbatim from his notes. This is because of the 
rule that the facts contained in the memoranda are 
not of themselves evidence—here, the evidence in 
the case is the testimony of the witness refreshed by 
occasional reference to such facts. So, the memo- 
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randa, while not themselves used as evidence, are 
still vital because of the necessity for reference to 
them by the witness in order to refresh his memory. 
The instances are rare in which a witness can tes- 
tify from memory as to the entry in his notes of 
facts occurring possibly a year or two before he is 
called upon to testify in court. 

A second exception to the hearsay rule has been 
created, based upon the circumstances that gener- 
ally, as to records of the type under consideration, 
there is a guaranty of trustworthiness because there 
is no apparent reason why one making entries should 
falsify them, and that the institution itself requires 
a record to be kept of each patient admitted, by a 
person whose duty it is to make entries dealing with 
the patient’s condjtion from time of admission until 
time of discharge. 

A third exception is that one resting upon the 
view of some courts that entries made in hospital 
records constitute, in effect, regular entries made in 
the course of business, just as entries in books of 
account of a mercantile firm are regarded as entries 
having been made in the course of business. The 
fourth exception, namely, admissibility under state 
statutes, has already been discussed. 

In order properly, then, to make institutional rec- 
ords admissible, the following must be shown: (1) 
by whom the entries were made, (2) when the en- 
tries were made in the record, (3) whether the ad- 
ministrative officers of the hospital required records 
to be kept, (4) that the entries were made reason- 
ably contemporaneous with the facts of which they 
are evidentiary, (5) in some cases, that the person 
who made the entries knew them to be true at the 
time he made them, or that he received the entries 
from a person who knew them to be true. It is gen- 
erally necessary to call as a witness the person who 
made the entries sought to be used in evidence. How- 
ever, if such person is not available because of in- 
competency, death, sickness or absence from the 
jurisdiction, then it must be shown that the records 
were in the handwriting of the absent person. 

What has been said is intended to apply only gen- 
erally to the problem of use of hospital records. The 
laws of each state differ in details concerning this 
question, so that it is difficult to say what rule may 
apply to the particular case. In order to do that, 
reference must be had to the laws of the state in 
which the hospital is located. 


Ge 


Verdict Against a Hospital Voided 


tn the case of Lee F. Bonime versus 
Hospital taken to the Supreme Court of New York, 
the verdict of $4,500, which was awarded to the 


plaintiff for injuries suffered by his wife when she 
fell from a wheel stretcher to the concrete floor while 
she was under an anesthetic and about to give birth 
to a baby, was set aside. 

Supreme Court Justice F. P. Close upheld the 
jury’s findings as to face, but held that under the 
law “the acts of the nurses were not acts of admin- 
istration for which the defendant hospital was re- 
sponsible.” 

He cited a decision in which Benjamin Cardozo 
of the United States Supreme Court, then presid- 
ing justice of the New York State Court of Appeals, 
ruled that “nurses are employed to carry out the or- 
der of physicians.” 

The jury in the lower court had awarded Mrs. 
Bonime $3,000 for a broken nose and other injuries 
and voted her husband $1,500 for loss of his wife’s 
services. The attorney for the hospital entered a mo- 
tion to set aside the verdict and to dismiss the com- 
plaint. This motion was granted by Justice Close. 

The evidence showed that the plaintiff, Mrs. Bon- 
ime, had had a regular anaesthesia in her room and 
was placed on the wheel stretcher, then taken to the 
delivery room, two nurses accompanying the patient. 
One of the nurses left the patient to remove a stir- 
rup when the patient had an anaesthetic reaction and 
threw herself off the stretcher, striking and frac- 
turing her nose. She was put on the delivery table 
and gave birth to a normal child and she had an un- 
interrupted convalescence. Six months after her 
discharge from the hospital she entered suit for 
$50,000 damages ; the case came to trial and the jury 
returned a verdict of $4,500, upon which the defense 
attorney made a motion to dismiss the complaint, 
which complaint the court took under advisement 
and was finally granted by the Supreme Court. 





Charitable Institutions Must Be Char- 
itable in Fact to Avoid Taxes 
in Oregon 


A hospital incorporated under a benevolent and 
charitable statute was ordered to pay taxes on both 
real and personal property for the years 1931 to 
1933, inclusive, under a ruling handed down by a 
judge of the Circuit Court of Oregon. The judge 
ruled: “That, despite the fact that the P— C— 
Hospital was incorporated under a benevolent and 
charitable statute, yet in truth and in fact the hos- 
pital is not a charitable institution; that all patients 
at the hospital were expected to pay and insofar as it 
was possible collections were made by said hospital.” 

Various deals in which the property was involved 
were mentioned in the decision to indicate that the 
hospital was not a charitable institution. 





Cleveland Committees Begin Planning 
for 1936 Convention 

Dr. C. S. Woods, Superintendent of St. Lukes 
Hospital, and President of the Cleveland. Hospital 
Council, has appointed the local committees for the 
entertainment of the 1936 Convention of the Amer- 
ican Hospital Association. An organization meeting 
of the General Arrangements Committee was held 
on April 3, at which the duties and responsibilities 
of the local committees were discussed. Assistant 
Secretary A. E. Hardgrove represented the Associa- 
tion at the meeting. 

The Cleveland group are planning to conduct 
practical demonstrations based upon procedures de- 
veloped by the local Council, which will make the 
educational exhibits of added value. 

Guy J. Clark, executive secretary of the Council, 
in cooperation with the National Canners Associa- 
tion will prepare a complete exhibit of canned fruits 
and vegetables, showing variations in sizes and 
grades for the guidance in purchases of these prod- 
ucts. This has not been done since the Milwaukee 
Convention in 1923, where it received the highest 
commendation for its practical educational value. 

In addition to the planning of scientific exhibits 
and demonstrations, the Local Committee will ar- 
range for the annual banquet, visiting of hospitals, 
the annual golf tournament, special entertainment for 
the wives of hospital administrators, and the han- 
dling of publicity for convention activities. The 
Cleveland hospitals have not entertained a convention 
of the Association since 1917, and they are eager to 
make this return to their city as pleasant and valu- 
able as possible for the members of the Association. 


WHAT IS YOUR HOBBY? 
Hobby Exhibit Planned for Cleveland Convention 


Many hospital administrators have a hobby to 
which they turn for relaxation from the duties of 
their position. It may be painting, sculpturing, 
drawing of cartoons, wood carving, building of min- 
iature models, collection of trophies, stamps, or 
objets d’art, or, more particularly for the women, 
needlework. 

We know that Dr. G. Harvey Agnew is an accom- 
plished artist in his spare moments, and that John 
Mannix collects cartoons relating to hospital life. 
What is your hobby? Whatever it is, if it will lend 
itself to display, plan to bring the results of your 
work to Cleveland for the “hobby exhibit” to be held 
for the first time at the 1936 Convention. 

This has possibilities of becoming one of the most 
entertaining and interesting features of the Conven- 
tion. All that it requires is the cooperation of all 


hospital executives who have practical results to 
show for the spare time that is spent in the pursuit 
of a hobby. A chairman of the “hobby exhibit” 
will be announced in the near future. Begin now to 
prepare the material that you can display to help 
make this exhibit a real success. 


RALPH W. JORDAN 


New Executive Secretary for Ohio 


In view of the increased activities of the central 
office established by the Ohio Hospital Association in 
Columbus in November, 1934, it was deemed advis- 
able to engage a full-time executive secretary. 
Ralph W. Jordan, of Cleveland, will assume this 
office May 1, succeeding B. W. Stewart, superin- 
tendent of the Youngstown Hospital, who has been 
serving in this position on a part-time basis. Mrs. 
Lucille Brick will continue as assistant secretary. 


Mr. Jordan is a graduate of Ohio State Univer- 
sity and formerly was business manager of Sunny 
Acres Sanatorium, Cleveland’s municipal tubercu- 
losis hospital. Mr. Jordan has had extensive busi- 
ness experience, particularly in development and 
organization work. He has been a member of the 
Ohio and American Hospital Associations for sev- 
eral years, and from the standpoint of personal qual- 
ifications is well suited for this position. Mr. Jordan 
is married and has two children, and is planning to 
make his home in Columbus. 

The central office of the Ohio Assocation is located 
at 1925 A.I.U. Tower Building. 
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Licensing and Control of Private Proprietary 
Hospitals and Sanatoria in New York 


Laws governing Private Proprietary Institutions. 

Section 692-a Jurisdiction. On and after the first 
day of February, 1929, the department of hospitals 
shall have jurisdiction, charge and control of: 

The licensing, in its discretion, of all private pro- 
prietary hospitals, sanatoria, nursing homes, con- 
valescent homes, homes for the aged or for chronic 
patients, or other private proprietary institutions 
wherein human beings are or may receive medical 
attention and/or nursing care and/or custodial su- 
pervision, unless such institutions are incorporated 
by special act of the legislature or under the pro- 
visions of the membership law with the approval 
of the state department of social welfare or are duly 
licensed under the provisions of section two hundred 
two of the mental hygiene law or of section four 
hundred eighty-two of the penal law. A license 
issued hereunder shall expire one year from the date 
of the issuance thereof, unless, in the discretion of 
the commissioner, it shall be sooner revoked. Such 


commissioner is hereby authorized to renew such 
licenses. Any such institution shall, in the discretion 
of such commissioner, be subject to visitation and 
inspection by the department of hospitals. 

Such commissioner, notwithstanding any other 
provision of law contained in this act, is hereby au- 
thorized to make and such department shall promul- 
gate necessary rules and regulations to carry out 
the purposes of this subdivision to protect the pub- 
lic welfare, which shall, before the same become ef- 
fective, be published in the City Record for three 
days and these shall thereafter have the force and 
effect of an ordinance. 

The establishment and/or maintenance of any such 
institution without a license therefore as herein pro- 
vided shall be a misdemeanor punishable by a fine 
not to exceed five hundred dollars or by imprison- 
ment for a period not exceeding one year, or by both 
such fine and imprisonment. (Charter of Greater 
New York). 








A Texas Hospital Sends Its Notice for 
a Staff Meeting 


The following notice of a staff meeting was re- 
ceived from the West Texas Baptist Sanitarium, 
Abilene, and is particularly interesting from the 
pleasant manner in which Texans convey notices of 
this character : 

Abilene, Texas 
Hello Cowhands: 

This is the Chief Wrangler, speaking for the Ranch 
Boss, Erle Sellers, and General Supt. E. M. Collier, 
from Station WTBS. They want to announce that 
work is well under way for enlargement of the pres- 
ent corral—looking forward to the big Round-up 
later on. The addition will account for 54 extra 
beds. At the present time they want you riders and 
ropers and windmill fixers to gather round and lend 
a hand at a Regular Staff Meeting—Thursday, 
7 p.m., April 16, 1936. The Boss promises a good 
program and the Gen. Supt. says chuck will be ready 
—A tip from me—The Boss is as cranky as an Old 
Maid about starting meetings on time. 


PROGRAM 


1. An Unusual Case of Empyema 
Dr. L. J. (Luther) Pickard. 


May, 1936 


2. Resumé of Empyemas Hospitalized 
This Winter Season 
Dr. E. R. (Gus) Middleton. 
We eat at 7 p. m—wWe work at 7:30 p. m. 
We will not keep you late. 
(Signed) ERLE D. SELLER 
Ranch Boss 
(Chairman of Staff) 
T. WADE HEDRICK 
Chief Wrangler 
(Secretary) 


seaieliltiaiaaatad 
The Patient Is Resting 

While a major operation was in progress at the An- 
derson County Hospital, Anderson, South Carolina, 
April 6, the tornado descended upon the city and a 
“gust of wind” carried away the skylight of the 
operating room. Not a particle of glass fell to the 
floor of the room but it was deluged with rain, leaves, 
and soot. 

The patient, under the influence of the anaesthetic, 
was removed to another room and the surgeons and 
nurses completed their work. The operation was 
successful and the patient was reported resting well. 
But what of the doctors and nurses? There was no 
time for them to “recover from the shock,” there 
was work to be done for the tornado victims. Of 
such material are doctors and nurses made! 
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The Ideal Internship 


ROBERT E. KELLY, M.D. 
Butterworth Hospital, Grand Rapids, Michigan 


ac. SALIENT features for a hospital desir- 
ing to offer idyllic internships may be embodied in a 
few statements consuming no great length of time. 
These features will be taken up one by one. This is 
a logical subject to present to the staff at this time 
because staff members really make or ruin an intern- 
ship, and because interns themselves should take 
stock to see whether they are profiting to the fullest 
extent by their present situation. 


The first asset of a hospital is its location. If it 
is in or near the heart of a town or city of moderate 
size it is extremely likely that it will provide an 
intern with cases of sufficient number and variety to 
appease his hunger for learning and to satisfy the 
A.M.A. requirements of at least 2,000 patients per 
year or a daily average census of seventy-five pa- 
tients. It is also quite probable that a central loca- 
tion will bring in a refreshing number of cases of 
accidental nature, providing lesions with which the 
intern previously has had little to do, and with which 
he will come in contact constantly in general prac- 
tice. 


The Rotating Internship 


The services in a Michigan hospital approved by 
the state are of the rotating order. A license will 
not be granted unless the twelve months rotating 
internship is completed, a factor which precludes im- 
mediate specialization. The A.M.A. recommends 
that there be at least six services; medicine, pedi- 
atrics, obstetrics, surgery, laboratory work, and x- 
ray. The four former services usually take care of 
themselves. Of the two latter considerably more 
may be said. Laboratory technique and diagnosis in 
most medical schools is taught during the second 
year. Students are prone to regard this course as 
secondary to such highlights as pathology, pharma- 
cology, and to devote a corresponding amount of 
time to it, with the result that the cursorily assim- 
ilated material is apt to have slipped from the 
student’s grasp some time before he reaches his 
internship. He is apt to be bound to particular tests 
peculiar to the locality of the school which he at- 
tends, and a more satisfactorily cosmopolitan medical 
outlook may be engendered by a thorough period of 
service in the laboratory of the hospital he chooses. 
Even though the intern be a precocious, all-retentive 
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chap he will undoubtedly profit by a return to the | 
laobratory. 


Interns and Autopsies 


Since the laboratory is customarily linked with the 
pathology department, it might be well to interpolate 
a word here about autopsies. All interns not en- 
gaged in essential pursuits should be required to be 
present at post mortem examinations. The intern 
who had charge of the case should have the clinical 
history, laboratory and x-ray data at his finger tips. 
It is a good idea, also, for the intern to be permitted 
to perform a number of autopsies under the pathol- 
ogist’s supervision. It educates the fingers and most 
assuredly renews anatomical knowledge. The most 
efficacious method of assisting the reluctant intern 
to go blithely about the ghoulish business of “getting 
a post” is to offer an inducement, preferably of a 
pecuniary sort. When the man in white is sur- 
rounded by grief stricken, lachrymose relatives the 
tendency is to silently fade away. If the spirit of 
rivalry is introduced by a prize, no matter what its 
nature, the efforts extended in “post-getting” are 
much more likely to be energetic. There is nothing 
idle about obtaining permission for autopsies. The 
percentage of autopsies has come to be recognized as 
the index of educational activities within a hospital. 


Clinics 


A return to the appreciation of the basic cellular 
foundation of medicine should be encouraged by 
periodic clinics conducted by the pathologist wherein 
interesting slides may be projected upon a screen or 
viewed through a microscope or both. Slides made 
up of tissues from patients upon whom the intern 
has worked are doubly interesting. The intern is 
apt to be so overwhelmed with clinical symptoms 
that he forgets the processes producing the symp- 
toms, a condition which the suggested fortnightly 
clinics would rectify. 

X-ray in school is largely confined to lectures. 
Much can be gained by a definite period of service 
in the hospital x-ray department. Diagnostic fea- 
tures, differential interpretations, and attention to 
therapy methods and results over a period of time 
will prove of incalculable benefit to interns. 

The quality of the services offered by a hospital 
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is directly proportional to the calibre of the staff 
men engaged in the services. It is needless to remark 
that the staff should comprise ethical graduates of 
recognized medical schools. More important is the 
relation of the staff man to the intern. The instruc- 
tion and sympathetic cooperation which the intern 
receives from the staff man is essential to his prac- 
tical training. This may be rendered both by per- 
sonal conduct during work on individual patients and 
by staff conferences during which modes of treat- 
ment and results obtained may be discussed. Spe- 
cialists may, by a few judicious remarks, totally 
clarify a previously foggy field for the groping 
intern. 
Interns’ Environment Should Be Pleasant 

An aspect of intern existence which occupies a 
place of tremendous importance in the career of 
every medico for from one to three years is the con- 
dition of the quarters. A composite picture of the 
type of quarters and adjuncts that medical students 
confidently expect, that interns somewhere probably 


accept casually as their just deserts, and that all 
practitioners wish they had had includes the follow- 
ing: Large airy rooms with ample closet and drawer 
space, accommodating no more than two interns to a 
room, beds of softness and size adequate to induce 
complete nocturnal relaxation; a desk in each room 
of ample size to permit the perusal of several open 
medical books, a comfortable chair with a lamp 
properly placed, and a cradle type telephone close 
at hand. A central comfortable meeting place for 
conferences, cards, and the never-silent radio is im- 
portant, as is the proximity of the well-filled library. 


Recreational facilities devoted to the intern are 


_ seldom a loss, since they provide an effective anti- 


dote to the dread malady of institutionalization. A 
card table is universally indispensable. A billiard 
and pool table, a table tennis set, and a tennis court 
on the grounds serve to keep the unmarried intern 
on the premises and aid rather than impair service 
to the staff men. Staff men who have time to spare 
frequently profit by joining in these diversions. 


Hospital Endowments 


DONALD C. SMELZER, M.D. 
Director, Graduate Hospital of the University of Pennsylvania, 
Philadelphia, Pennsylvania 


: a PROBLEM presented to the voluntary 
hospitals of this continent for the obtaining of 
endowments, gifts, and donations is by no means a 
new one. Ever since the founding of the first Amer- 
ican hospital by Benjamin Franklin in 1751, each 
and every successive voluntary hospital has had to 
depend to a greater or lesser degree on the gener- 
osity of philanthropically minded individuals and the 
public in general for monies for endowments, gifts, 
and donations to help meet current expenses. 


Prior to five years ago, many hospitals were the 
the recipients of substantial amounts to start an 
endowment or to add money to a fund already in 
existence. Times have changed, however, and with 
increased and increasing taxation, the uncertainty of 
productive return from investments, and the general 
unrest in business under the New Deal, hospital 
trustees realize that to influence persons of reputed 
Wealth to give to hospitals is a very difficult and 





Presented at the Buffalo Hospital Conference of the Ameri- 
can College of Surgeons, March 27, 1936, Buffalo, New York. 
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sometimes delicate procedure. So many reputedly 
wealthy people are barely able to make ends meet, 
and many of those who have money are still unedu- 
cated in the art of giving. Many people who have 
wealth now are afraid to give it away for fear they 
may need it themselves later on. At the present 
time, we are faced with many obstacles in the form 
of uncertainties, e.g.: 

1. The public is worried about taxation. 

2. The fear of inflation is still giving concern to 
everyone with investments, insurance, or cap- 
ital available for investment. 

3. The enormous sums being spent by the United 
States Government for various relief projects 
(hospitals excluded) has given many people 
the idea that it is up to the government to 
shoulder the burden of caring for the indi- 
gent sick. 

4. Persons who normally contributed to charitable 
institutions have been called upon to help 
carry the burden of their previously self- 
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supporting children and their families, as 
well as other relatives who look to them for 
support rather than accept government aid. 
These donations are not recorded, and remain 
family secrets, due to pride. 

So much for the gloomy side. 


An Institution Must Justify Its Existence 


The problem to be solved is: How are we going 
to convince those with wealth and the public in gen- 
eral, that the voluntary hospital is worthy of and 
needs their financial support? One thing is certain. 
We are not going to “throw in the sponge” and sit 
still and let the hospitals which have made this coun- 
try outstanding in its system of voluntary hospital- 
ization, be forced to close or seriously curtail their 
services, without making renewed and concerted 
efforts to obtain money for endowment and contribu- 
tions for current expenditures. There is still plenty 
of money in this country, but we must devise 
unthought of ways to educate the public to the 
absolute necessity of their financial help in support- 
ing and perpetuating the voluntary hospital. 

The day is past for the majority of hospitals to 
expect to receive bequests or donations on the 
strength of their past performances, traditions, or 
record of service. People today have to be shown 
that there is a need for exceptional service to the 
sick of the community, that the institution is justified 
in its existence and what its needs are for the future. 

The hospital should make a survey of its Board of 
Trustees, and, if necessary, add to the Board young 
men who are both influential and prominent in com- 
munity affairs. The Board should be thoroughly 
conversant with the needs of the hospital and be able 
to produce a definite program in detail, and know the 
amount of money necessary to carry it through. The 
individual members of the Board of Trustees should 
always be on the alert to discover persons with 
means, and endeavor to interest them in the work 
of the hospital. The trustee must be sure, of course, 
that the hospital is being conducted in a way that 
warrants support. The public must have confidence 
in the men who constitute the Board and are the 
custodians of its funds. The institution must be 
conducted in a way that the public who have been 
patients have gone away satisfied with the treatment 
received, both professionally and from the personnel. 


Publicity 

Much has been written about publicity. This is 
a subject that must be handled in a way that does 
not make one hospital appear to be better than an- 
other. Publicity has its place, but should be of a 
nature that informs the public in an educational way, 
of the value of the modern hospital and its place in 
the community. 


The professional staff of the hospital can be of 
enormous help in furthering the interest of their 
hospital by diplomatically bringing to the attention 
of their well-to-do patients, facts about what the 
hospital does for those less fortunate than them- 
selves, without a hope of remuneration. Many ex- 
patients have been appealed to in this way, and have 
been generous in their support. 

Many hospitals have published attractive booklets 
outlining their work and stressing their needs, and 
the cost of providing care to the indigent. Sugges- 
tions as to future needs, such as expansion or 
replacement of buildings and equipment, are care- 
fully portrayed. These booklets are given to private 
patients and mailed to a selected list of persons who 
might become interested in the institution. 

The hospital should, if possible, encourage those 
who have signified their intention of giving to the 
endowment fund, to make their gifts unconditional 
or unrestricted. There are many thousands of dol- 
lars tied up because of restrictions imposed by the 
donor, that the changed conditions of the times have 
made it impossible to fulfill. 


No Gift Too Small 


No gift should be considered too small or insig- 
nificant to acknowledge in the same courteous way 
that a more generous contribution is acknowledged. 
One never knows when a small giver may become a 
large one. The individual who sends old magazines 
to a hospital is at least thinking of that hospital and 
has the feeling at that time that he is giving some- 
thing. If he is encouraged by the receipt of a 
grateful letter of thanks, he will continue to think 
of the hospital, and in many instances, become more 
and more interested as time goes on. No doubt 
some of the bequests to hospitals that came “out of 
a clear blue sky” may have had their origin in such 
a humble way. 

It is going to be absolutely necessary to educate 
the public in an entirely new and perhaps dramatic 
way, to the work and needs of the voluntary hospital. 
After all, it is really their hospital and they must be 
appealed to in a way that will stimulate their pride 
and interest. Even though many of us feel that we 
have been overlooked in the lavish handout of New 
Deal money, we must never let down in our efforts 
to go out and get money for our voluntary hospitals, 
so that our voluntary hospital system may remain an 
example to the world. 

I want to tell you of an experience Philadelphia 
hospitals have just been through, which was an eye- 
opener to me. 


The Philadelphia Campaign 


The annual appeal to the public for funds for the 
(Continued on page 108) 
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IT TOOK US YEARS TO SOLVE SOME OF OUR 
PROBLEMS....BUT WE SOLVED THEM! 


HERE’S peace of mind for 

you in this statement: it 
took us years to solve some of 
our problems, but we’ve solved 
them. 


We've made millions of Baxter 
Vacoliters; we’ve made millions 
of liters of Baxter’s Intravenous 
Solutions. 


Painstakingly, during the years, 
we've learned the ways to de- 
liver to you, unfailingly, a fine 
sterile solution, solutions so fine, 
so safe for your use that hospi- 
tals everywhere prefer them and 
use Baxter’s Intravenous Solu- 
tions in Vacoliters, regularly. 
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Baxter’s Dextrose and Saline 
Solutions Are Accepted by 
the Council on Pharmacy & 
Chemistry of the American 
Medical Association 


FW 


gd, 


nN 
sg c 


You’ll know this peace of mind 
when you use BAXTER’S. 


BAXTER LABORATORIES, Inc. 
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WHEREVBR YOU ARE THERE IS A COMPLETE 
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Hospital Endowments 
(Continued from page 104) 


support of charitable agencies in Philadelphia is now 
in progress. One hundred and forty-one agencies, 
of which 21 are hospitals, are beneficiaries of the 
money raised by what we call “The United Cam- 
paign.” It is the “Community Chest” in other cities. 
This year our goal is five million dollars and every- 
one connected with the campaign realized that that 
is a lot of money and that a mighty effort would 
be necessary to make the Campaign a success. We 
decided to follow the example of the Cleveland 
Campaign last fall and arrange a huge public ex- 
hibit of the work of the various agencies, to which 
the public would be invited to come, free of charge, 
and to see for themselves where their money went, 
and what it was used for. One of the features of 
the successful Cleveland Campaign was the demon- 
stration of surgical procedures in the form of mock 
operations, put on dafly by members of the medical 
profession. On a raised platform, which could be 
seen by spectators in the gallery of the auditorium, 
was a complete operating room, with the most mod- 
ern equipment. 

When this phase of the exposition was broached 
to the representatives of the medical profession con- 
nected with the 21 hospitals, they were absolutely 
against the idea. The attitude was almost one of 
horror to think that such a thing could be thought of 
in Philadelphia. However, the leaders of the Cam- 
paign finally won the doctors over, but only after 


they had obtained the approval of the various med- 
ical societies, and on the condition that it was to be 
an educational feature and not an advertisement for 
the Campaign. I, personally, was against the whole 
scheme, but nevertheless went along and cooperated 
in all the plans for the exhibit. 


When I saw the first mock operation, that of a 
laparotomy, done by a member of my staff, who was 
one of the last to agree to help, I was absolutely 
dumbfounded at the possibility that the feature pre- 
sented as an ethical way to educate the public in 
what goes on in an operating room. After the ice 
was broken, every one of the twenty-five doctors 
who performed later on in the week, was enthusi- 
astic. As many as four thousand people watched 
an “operation,” and some of the comments heard 
were most interesting. 


The surgical demonstration lasted one-half hour 
and was preceded by a medical lecture by a medical 
man for fifteen minutes. 


The doctors made the exhibition a success. An 
average of 15,000 people a day visited the Conven- 
tion Hall for eight consecutive days in spite of bad 
weather and the awful floods upstate. 


The leaders of the medical profession have ex- 
pressed themselves in favor of this initial effort, and 
undoubtedly it will be repeated. 


It is too early to tell what the financial response 
will be, but present indications, as expressed by in- 
creased large gifts, make it look as if success is 
assured. 


Questions and Answers 


Question: Will you kindly advise me what is 
customary when the newspapers want informa- 
tion concerning patients in the hospital? What 
information is given, if any, regarding attempted 
homicides, etc? It is my private opinion that the 
patients’ affairs should be held in strict con- 
fidence. Am I right? 

Answer: It is always to the advantage of the 
hospital to cooperate with newspapers in giving 
them information that is of news interest, and 
particularly when the information desired can 
be given with the patient’s consent. If the patient 
should object to giving this information to the 
newspapers, the hospital should refuse the in- 
formation and convey to the newspapers the rea- 
son for not giving it. When information is given, 
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the hospital might properly convey to the news- 
papers “that the patient is improving, that the 
patient has had a good night, that the patient is 
resting easily,” or other information of this gen- 
eral character. Confidential information as to 
diagnoses should be given only by the attending 
physician if at all. 

Newspaper requests for information relative to 
attempted homicides must, of necessity, be han- 
dled with tact. As a general rule this is a mat- 
ter of news interest, and the hospital might well 
cooperate with the newspapers in giving such in- 
formation as the family and the attending physi- 
cian would think wise. It would be better in in- 
stances of this kind to refer the newspapers to 
the attending physician. 
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DO YOU NEED THE KIND 
OF FOLKS WHO HAVE 
REGISTERED WITH US? 


For every job that you have open, there is a man or woman who would 
take it and love it and succeed in it beyond your expectations. 


We have that man—we have that woman—on our waiting lists. 


They have registered, these finer hospital men and women, expecting to be 
fitted into jobs that they would revel in; jobs that would fit them mentally, 
physically: jobs in which they would work and smile and whistle and sing. 


They have told us all about themselves; they have sent photographs; they 
have sent us references. We have methodically, painstakingly, surely investi- 
gated their records, with their permissions. 


Those who have met our standards have been registered. We believe them 
exactly what our records show: honest, able, earnest, healthy, clean and 
fine. From these you can choose. 


Tell us the folks you want, and tell us the kind of work you want done. We 
will help you select the kind of men and women who will do your work 
better, do it as you want it done. 





Among the well-trained and skillful candidates whom we can recommend to you are: 
Hospital Administrators Social Workers Resident Physicians 

Directors of Nurses Laboratory and Research Physicians who are qualified 
Assistants W orkers . to head the various de- 
Instructors Physiotherapists partments in hospitals, 
Supervisors Occupational Therapists group clinics, teaching, 
Anaesthetists Dietitians public health and indus- 
Staff Nurses Medical Secretaries trial organizations. 











The Medical Bureau 


Top Floor, Pittsfield Building Chicago, Illinois 
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Question: Will you kindly send us ruling on 
the length of time in which x-ray films should be 
kept on file at the hospital? 


Answer: X-ray films should be kept either in 
the active file or stored for such a period of time 
as they may be useful to the patient and to the 
member of the staff in following the diagnosis 
and treatment of the pathology which the films 
portray. In workmen’s compensation cases, and 
in cases of injuries treated in the hospital which 
may have a legal aspect, the films should be 
stored for the period of time which the law in the 
respective states defines as the period in which 
the patient may bring suit for personal injury. 
This varies in the different states from two -to 
five years. In one state it is as short as one 
year. 


Many hospitals have adopted the plan of hav- 
ing photographs made of the films in compensa- 
tion and other personal injury cases, as well as 
those films in which interesting or rare pathology 
is portrayed, and attaching these photographs to 
the patients’ histories. These photographs, when 
properly identified, answer all the purposes that 
the original films themselves would answer. After 
these photographs have been taken or attached 
to the history, the films may be destroyed at the 
convenience of the institution. However, films 
are generally stored, where they are easily ac- 
cessible to the parties interested, for a minimum 
of two years. 


Question: Should surgeons be permitted to 
perform major operations without the assistance 
of another surgeon? This in hospitals having 
no intern or resident staff. : 


Answer: No, except in cases of emergency 
when a qualified assistant cannot be secured. In 
every instance of a major operation, the operat- 
ing surgeon should have a qualified assistant or 
some other surgeon present who would be able 
to take over the operation in the event of an ac- 
cident, sudden sickness of the operating surgeon, 
or other conditions which would make it im- 
possible for the operating surgeon to continue the 
operation. 


Question: Can the washing of dishes under 
normal hospital conditions be depended upon to 
effect adequate sterilization of the dishes? 


Answer: In an epidemiological study of influ- 
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enza in Camp Tanforan, California, it was found 
that there was but one-fifth as much influenza 
among those soldiers whose dishes were washed ol- 
lectively (ordinary kitchen hand washing) as 
among those who washed their own mess gear in 
warm water. 


A second investigation showed that the use of 
boiling water (dipping) gave a protection of eighty 
per cent. 


In public institutions with a population of 252,186 
inmates’ those washing dishes by machine had but 
one-third as much influenza as those washing dishes 
by hand. 


Laboratory tests showed a removal of ninety-nine 
per cent of bacteria by machine washing as compared 
to seventy-eight per cent by hand washing. 


Researches on the germicidal value of soap indi- 
cates that soaps are germicidal particularly on germs 
ordinarily occurring in the mouth, their activity is 
greatly enhanced by raising the temperature, but 
there should be no attempt to use them for germicidal 
action except under conditions in which they would 
be used for their detergent action also. 


In the “flash” method of pasteurizing milk it is 
known that heating the milk to 160° F. and holding 
it at that temperature for fifteen seconds will destroy 
ninety per cent of the organisms in the milk, includ- 
ing all that would have any deleterious effect on 
human beings. 


From the above it would appear fair to expect the 


following process to render dishes free from disease 
producing organisms: 


1. Scrape well. 

2. Rinse at low temperature not over 100° F. to 
remove gross dirt and albuminous material, 
milk, egg particles, etc. 

3. Hot suds—up to 150° F. or above. Approxi- 
mately 0.5 per cent soap. 


4. Rinse at 160° F. for one minute. 
The suds having removed all but microscopic for- 


eign matter, the 160° F. rinse should be comparable 
to the flash method of sterilization, particularly as 


the combined action of the heat and soap in the hot 


suds will have killed or removed a very large pro- 
portion of the bacteria and leave to the hot rinse a 
surface and bacterial concentration highly amenable 
to its action. 


The success of the method will depend in very 
great degree on the maintenance of the temperature 
of the hot water supply at-no time below 165° F., 
and preferably 170° F. or above. 
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blem HAD TO BE SOLVED 


Uniformly superior Bard-Parker surgical knives and scissors were available to the 
profession. Our problem then became one of preserving these superior qualities 
after the instruments had passed through a sterilizing process that not only insured 
maximum sterilization, but avoided the possibilities of rust, corrosion or injury experi- 
enced when boiling, steam or chemical mediums were employed. 


BARD-PARKER 
Formaldehyde 


GERMICIDE 


has proved the practical solution to this important problem. It affords economical 
sterilization which is absolutely rust-proof and safe for all steel instruments, syringes 
and heat treated rubber. It dries rapidly without residue, making the recontami- 
nating steps of rinsing or wiping unnecessary. It is stable and retains its germicidal 
potency after repeated immersion of instruments. Replacement and repair of in- 
struments caused by rust and corrosion are eliminated. These important charac- 
teristics make B-P Germicide a decidedly economical sterilizing agent. 


Prices: Pint bottles, $1.00 each. Quart bottles, $1.75 each. Gallon bottles, $5.00 
each. For quantity discounts ask your dealer. 


PARKER, WHITE & HEYL, 


DANBURY, CONNECTICUT 


INC. 
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News Notes 


May Bryant, R.N., formerly of Duke University 
Hospital, Durham, North Carolina, has accepted the 
position of superintendent of Gastonia Orthopedic 
Hospital in Gastonia, North Carolina. 


—_—_——____. 


Dr. John W. Lawlah has been appointed medical 
director of Provident Hospital, Chicago, Illinois, to 
succeed Dr. Norman J. Blackwood, who has re- 
signed. 


i 


C. J. Hollingsworth, financial agent of the West 
Texas Hospital, Lubbock, Texas, has been appointed 
superintendent to succeed Mrs. Ruby B. Gilbert, who 
has resigned. 


—_<—_—_ 


F, Wilson Keller has been appointed superintend- 
ent of Lawrence Hospital, Bronxville, New York. 
Mr. Keller was assistant superintendent of the 
Lenox Hill Hospital, New York City. 


> 


Dr. Edwin S. Bennett has been appointed super- 
intendent of Olive View Sanatorium, San Fernando, 
California. 


es 


J. Marie Melgaard, for the past eleven years di- 
rector of the dietary department at Mount Sinai 
Hospital, Philadelphia, has resigned to take a much- 
needed rest. She will leave for her home in Argyle, 
Minnesota, the first of May. 


ea ey 


Dr. Morris Hinenburg, assistant director of the 
Montefiore Hospital, New York City, has been ap- 
pointed director of the Jewish Hospital of Brooklyn, 
New York. 


(escapees 


Mrs. Genevieve Jeffrey, R.N., former superintend- 
ent of the Anglo-American Hospital, Havana, Cuba, 
has accepted the position of superintendent of the 
Harrington Memorial Hospital, Southbridge, Mas- 
sachusetts, filling the vacancy occasioned by the 
resignation of Elizabeth Hansen. 


a’ 


Mrs. Alice C. Cleland, formerly superintendent of 
Mount Sinai Hospital, Hartford, Connecticut, has 
been appointed superintendent of The New Hamp- 
shire Memorial Hospital, Concord, New Hampshire. 
Mrs. Cleland succeeds Maud A. Miles, who resigned. 
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Miss Carolyn B. Sykes, superintendent of the 
Southside Community Hospital, Farmville, Virginia, 
since 1931, presented her resignation to become ef- 
fective July 1. 

The hospital was opened in 1927, made possible 
by the interest of the Commonwealth Fund of New 
York. 


ie 


Willis J. Gray, former superintendent of City 
Hospital, Cleveland, Ohio, has been oppointed super- 
intendent of Sunny Acres Sanatorium, Warrensville, 
Ohio. 


en 


The Rev. Arthur J. Byas, superintendent of the 
Evangelical Deaconess Hospital, Chicago, Illinois, 
died following a month’s illness. At the time of his 
death Dr. Byas was also pastor of the, Second Evan- 
gelical Church of Chicago. 


—_——.———— 


Mrs. Stella H. Amass has been appointed State 
Director of Psychiatric Education by the Board of 
Control of Public Institutions in the State of Minne- 
sota. She is a graduate of Washington University 
Training School for Nurses, St. Louis, Missouri 
and the Illinois State School of Psychiatric Nursing, 
Chicago. She has been Educational Director at 
Kankakee State Hospital, Illinois; Menninger Sani- 
tarium, Topeka, Kansas; and Fergus Falls State 
Hospital, Minnesota. 


———< 


Blanche Easton, R.N. has resigned as superintend- 
ent of the Rockford Hospital, Rockford, Illinois. 
Miss Easton is retiring after having served thirty- 
three years as an executive both in Canada and the 
United States. 

heanebiiisiniian 


Elizabeth Reed succeeds Mrs. Sybil S. Moore as 
superintendent of Newcomb Hospital, Vineland, 
New Jersey. 

accede 


St. Joseph’s Hospital, St. Paul, Minnesota, has 
started on an extensive building program. Four 
new laboratories, three new air-filtered rooms for 
asthma sufferers, a receiving and rest room for blood 
donors, and a rest room for surgeons and physicians 
are among the major improvements. Added to the 
above is the proposed plan for remodeling several 
operating rooms and the enlarging of the filing and 
record room. The new section is to be completed 
late in May. 
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You can depend on your hospital equipment and supplies when 
obtained from V. Mueller & Co. 


A complete line of dependable supplies especially for hospital 
use produce the results in this highly specialized field. 


Backed by many years of experience in the hospital supply 
business has demonstrated that V. Mueller & Co. is a reliable 
source from which to buy your hospital requirements—depend- 
able merchandise from a dependable house—and the prices 
are moderate: that's why you buy from Mueller's. 


Our new special hospital Bulletin is just off the press—featur- 
ing some new items of interest to hospitals. Write for your 
copy now. 
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KARR 
WHITE TAG 


CONSTRUCTION 
GUARANTEED 


LET THis WHeittTter 
GUARANTEE SOLVE YOUR 
MATTRESS PROBLEM 
ONCE AND FOR ALL 


It takes a superlative spring construction to build a 
mattress that will withstand—indefinitely—the rigors 
of hospital use. The same superlative character is 
needed to build a mattress that will soothe the most 
sensitive patient with buoyant comfort. Naturally, such 
a mattress has the preference of the impartial critics, 
as well as all hospitals which are thoughtful of both 
their budgets and their patients. That is why the 
special Spring-Air Hospital Mattress has come to be 
practically standard hospital equipment. It’s the 
most sanitary, easiest to handle, and most flexible of 
all mattresses. And its superlative Karr White Tag 
spring construction is guaranteed in writing for Twenty 
Years! Replace your worn down mattresses with 
Spring-Air;—the savings on upkeep will more than 
pay you for the change-over. 


Manufactured Solely Under Karr License by the 


MASTER BEDDING MAKERS 
OF AMERICA 


Executive Offices: Holland, Michigan 


Write for the Name of the Nearest of 46 Factories 
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Linen Control in a Small Hospital 


MRS. W. MAE VAUGHAN, R.N. 
Superintendent, Goldsboro Hospital, Goldsboro, North Carolina 


ts. CONTROL is a problem that always 
confronts the hospital administrators, whether the 
institution operates its own laundry or uses the ser- 
vices of commercial laundries. The laundry service 
often proves troublesome. 


The Central Control 


Through a simplified form of marking, a correct 
counting and a central control service, hospitals of 
any size are able to check the use of linen and pro- 
vide an even, uninterrupted supply for daily use. 

Through the control from a central linen supply, 
if under proper supervision, a material saving of 
waste and loss is effected. As in the case of other 
hospital supplies, loss is substantially reduced through 
the system of marking, checking, and accounting em- 
ployed in the central supply service. 

We tried out several methods of linen control 
before we established the central supply service. We 
thought for a time that by marking the linen for each 
floor we could control our linen issue to better advan- 
tage. After an extended trial we learned that the 
sorting and transferring the linen to be marked, 
keeping the linen assigned to each floor separated, 
required a great deal of time and labor, and that 
the floor nurses were using more Ifnen. Our laundry 
bills were increased and we found that this system 
was not economical. 

Counting and listing all soiled linen and placing it 
in a separate laundry bag for each floor was tried 
out. This proved unsatisfactory for the count was 
rarely correct, and had to be recounted and checked 
when the bag was sent to the laundry. We found it 
impossible to keep the laundry containers clean, san- 
itary, and odorless. Various other methods were tried 
out with unsatisfactory results. 

We then installed a laundry chute and a central 
supply service. This gave us a much more satis- 
factory control. The chute opens into a well-lighted, 
well-ventilated room with five windows. It saves 
time in handling soiled linen, and prevents loss 
through employees carrying off packages of linen. 
It does away with unsightly and unsanitary laundry 
containers. As the soiled linen is delivered through 


the chute it is counted and checked and listed in 
duplicate. One list goes with the soiled linen to the 
laundry, the other to the central office for file. Upon 
the return of the linen from the laundry it is checked 
against the list on file, and if any pieces are missing 
the laundry is promptly notified, and if they are not 
returned, the laundry makes good. If the linens 
are torn or damaged unnecessarily in the laundry it 
is promptly reported and adjustments made. 


The Sewing Room 


Linen that is worn or torn is mended in the sew- 
ing room, under the central service control. Large 
sheets that are too worn for use on adult beds are 
made into smaller sheets for the children’s wards. 
Operating room gowns that become worn are cut 
down and made into ward gowns for the patients, 
or into pillowcases; worn table cloths, etc., are cut 
into appropriate sizes, hemmed and used for dresser 
covers or table covers for the wards. This results 
in considerable saving in supply purchase. 

All linens, with the operating room gowns, adult 
sized sheets, pillowcases, table cloths, etc. are made 
in the sewing room. All doctors’ suits, caps, masks, 
towels, covers, drawsheets, pneumonia jackets, bind- 
ers, mattress covers, night shirts, lap sheets, and 
other ward linens are made there. In making our 
supplies we control linen waste and effect a consid- 
erable saving. 


Commercial Laundry Rates 


We do not operate our own laundry but pay a 
commercial laundry a flat rate of ninety cents per 
one hundred pieces for all linen. We use 1470 pieces 
of linen per day. Nineteen per cent goes to the 
operating room, two to five per cent goes to the 
nurses, eighteen to twenty-five per cent goes to the 
children’s .wards, fifteen per cent to the private 
rooms, fifteen to thirty per cent to the wards. Daily 
replacement of laundered linen is on a basis of one 
and one-half sets of linen per occupied bed. An 
average of ten pounds of linen is laundered per 
patient per day. Our laundry cost per patient per 
occupied bed is twenty-two cents per day. 


HOSPITALS 








| 


IF hen you buy Air Conditioning 


be right from the start 


a 
| in 
the 


lwo accepted facts point the way... flextbility 





pon 

‘ked . oa, 1 ae : 

ie of Delco-tfrigidatre’s equipment meets 

not . . 

ens CVEry hospital TCG ULI WCHL 

ew- INCE air conditioning must be bought on faith, it is well facture and application of electric refrigeration equipment. 

irge to consider carefully the qualifications of its builder. Delco-Frigidaire offers air conditioning for seasonal, 

are Summer air conditioning is basically taking the excess heat or year ’round use. It provides systems suitable for air 

rds. and moisture out of the air. The accepted method of doing conditioning a private room, operating room, or an 

cut this is by electric refrigeration. entire hospital. 

ane, The logical conclusion from these facts is that you should Both on the basis of experience in hospital air condition- 

- buy air conditioning from an organization skilled in electric ing, and variety of equipment offered, Delco-Frigidaire 

refrigeration. It is easy to make a choice on this basis. is particularly fitted to meet the problems of your insti- 
Delco-Frigidaire, through its General Motors background, tution. And back of this is world leadership in electric 

dult represents an unparalleled experience in the design, manu- refrigeration, the basis of the summer air conditioning. 

ade We maintain a staff of engineers whose specialty is hos- 

sks, es Céppitaaii air conditioning. Your inquiries are invited. Write, 

ind- or use the coupon below. 

and : e 2 2 

our 2 ACCEPTED oe Rooms and offices can be air conditioned by the use of Delce- 


Frigidaire’s Electric Room Coolers. These can be installed 


sid- 
FACTS ABOUT AIR CONDITIONING ‘ almost overnight. There is still time to have the benefit of 
THAT POINT TO ONE CONCLUSION ' Delco-Frigidaire air conditioning this summer. 




















Summer air conditioning is basically ER NN Te NT 7 
ya cooling and dehumidifying. H H-5 
i or t DeLco-FRIGIDAIRE CONDITIONING CORPORATION 
P The accepted method of accomplishing DAYTON, OHIO 
ces is ye ° P P 
ps this is by electric refrigeration. i Send me information about air conditioning for 
the CONCLUSION t (_] operating rooms and clinics. [] private rooms. 
the Buy airconditioning from Delco- : [] nurseries. [] entire hospital. 
vale Frigidaire—the organization i 
aily representing most experience i Name 
onl in electric refrigeration. pe 
An 
per § City and State. 
' 
per a aa a ts ! 
DELCO-FRIGIDAIRE CONDITIONING CORPORATION 
Automatic Heating DAYTON, OHIO Air Conditioning 
PRODUCTS OF GENERAL MOTORS 
TALS 


May, 1936 115 








How Small Hospitals May Be 
Self-Supporting 


ALMA CLYDE FOUST, R.N. 
Colbert County Hospital, Sheffield, Alabama 


I. DEALING WITH this subject I feel very 
much like Columbus did in making his voyage. 
When he started out he did not know where he was 
going, when he arrived he did not know where he 
was, and when he returned he did not know where 
he had been. : 

This subject is of universal interest because the 
problems involved in good administration are very 
similar in all hospitals. We are all anxious to pro- 
cure the latest and best in hospital care. At the 
same time we are constantly engaged in the battle 
between income and expenditures. 

The history of hospitals is an interesting one. We 
have come a long way in the work of caring for the 
sick and learned many hard lessons and have many 
more to be learned. I shall endeavor to mention a 
few outstanding problems that hospitals face in 
efforts to be self-supporting and briefly outline a few 
suggestions for their solutions. I will enumerate 
thirteen. 

Why thirteen should be considered unlucky no one 
knows. The United States is not an unfortunate 
nation, yet has “thirteen” written all over it. There 
were thirteen colonies, the first flag had thirteen stars 
and stripes. Our quarter dollar has thirteen stars 
over Liberty’s head. Thirteen leaves in the olive 
branch held by the eagle, thirteen thunderbolts in 
his talons, thirteen bars in the shield, thirteen 
feathers in each wing, and thirteen letters spelling 
“Quarter dollar,” and it is good money. 


Nursing an Economic Asset to the Hospital 

First among the essentials in trying to make our 
hospitals self-supporting is that we must at all times 
be mindful that the patient is the real consumer 
whose needs must be met effectively and econom- 
ically. To meet his needs effectively he must have 
the best of nursing care. Not often enough do we 
think of nursing service as an economic asset to the 
hospital. Good nursing service means satisfied pa- 
tients, and the satisfied patient has more to do with 
the future business than most of us realize. In point 
of medical skill, the nursing service of any institu- 
tion is the right hand of the physician. Likewise, 
the same nursing service is the right hand of the 


Presented at the Alabama Hospital Association meeting. 
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business administrator in all matters pertaining to 
the final result, in dollars and cents, of the work of 
the institution. With this double responsibility in 
view, let us study for a few moments the definite 
possibilities of the nursing staff in putting over in 
times of economic stress a satisfactory service to all 
who come to our hospitals. The nursing service 
must be more than a mechanical system. It must be 
loyal to the administration, for its influence is felt 
in every department. It should be helpful in cur- 
tailing expense. It is quite within the realm of nurs- 
ing service to influence the patient where necessary, 
toward lessening expense during his sojourn in the 
hospital. Nurses should know the costs of services 
in general and know what can be eliminated or re- 
duced. Conscientious effort on the part of every 
member of the nursing staff can accomplish much, 
not only in the matter of better service, protection of 
the patient, and cooperation with the medical staff, 
but also in necessary economies. We do not want 
economy at the sacrifice of service to the patient, and 
this is where good nurses prove assets to those em- 
ploying them. So, in order to serve our patients 
effectively, we must select our personnel with care. 
We must expect of our employees, not only execu- 
tive ability but consecutive ability, and loyalty to 
the last degree. 

To meet the patients’ needs economically is our 
present problem. It was said of Daniel Webster 
that once a year he turned to his old college geom- 
etry and went through all the theorems and _propo- 
sitions so that he could better reason from cause to 
effect. As we all know, in Algebra, “X” is the 
unknown quantity, and when we study our economic 
situation we find X is most important in the hospital 
equation. 


What Hospital Publicity Means 


The root word of hospital is the Latin “hospes,” 
which means a guest. Hospitals were originally de- 
veloped in connection with monasteries and were the 
outcome of the Spirit of Charity. This idea of 
hospitals has been brought down through the ages 
and makes the application of sound business prin- 
ciples difficult at times. So much is exacted and 
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demanded of hospitals, now, that it is imperative that 
they take their rightful places along with other busi- 
ness institutions. We need to conduct an intensive 
campaign of education through available media in or- 
der to get across the fact that hospitals belong to the 
people and they will always be just as good as the 
community they serve demands that they should be. 
Our traditional attitude of aloofness must be aban- 
doned. Yet we must not plunge into spectacular 
advertising. Concerted action by hospitals putting 
on a high grade program of educational publicity 
must be our aim. We must tell the public what we 
have to offer and what we are doing to put our serv- 
ice within the reach of all classes. Here is a chal- 
lenge that calls for the best we have. Every hospital 
should be able to reveal its operating costs, service 
figures, number of beds, percentage of occupancy, 
the value of its plant, and its avenues of support. 
Failure to have the full appreciation of the public 
rests upon the hospitals to a certain extent. They 
have not kept the public informed about their work 
and needs as they should. People who have an idea 
or product they wish others to possess, either at a 
price or free, realize that others must know about it 
before they will desire to possess it.. Business men, 
bankers, politicians, and countless others use pub- 
licity as a necessary means to that end. Hospitals 
do not need or want the kind of publicity that drags 
down to a commercial level the humanitarian insti- 
tution. That would be most unethical, but the public 
as a whole is ignorant of both the aims of the hos- 
pital and the self-sacrificing services given by doctors 
and nurses to realize these aims in personal min- 
istrations. What is every day knowledge of the 
most commonplace character to those who carry on 
the work is a closed book to most people. The kind 
of publicity that is needed by hospitals would not 
only remove these misconceptions that people have, 
but would also create an intelligent interest in the 
hospital and its work. It would gradually create an 
increasing number who realize the important place 
the hospital holds in community life, and in this 
way would take its rightful place in community 
thinking and acting as do other institutions which 
function in our daily life. 


Business Methods in Hospital Service 


We have given consideration te serving our pa- 
tients effectively. Now let us study methods of 
serving them economically. A great need exists for 
modern approved business methods in hospital man- 
agement. Among these is the standardization of 
accounting systems in order that actual costs may be 
maintained. When the operating costs of institu- 
tions can be accurately compared, the public can be 
convinced that our prices are not unduly high. Last 
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fall, at the last meeting of the American Hospiial 
Association in St. Louis, a discussion on the vaiue 
of central supply rooms was being held. All who 
were using this system were quite sure it was eco- 
nomical, but had no previous cost figures for com- 
parison. Why have we been so lax in our book- 
keeeping, and why are there so many different ways 
of accounting systems? These are questions for 
administrators to ask themselves. 


Sources of Hospital Income 


Before we deal with the subject of economy, let 
us consider the sources of incomes. We must first 
possess before we can economize with our pos- 
sessions. 

One principle of good business management for 
small hospitals is to establish rates for bed accommo- 
dations including food and general floor nursing as 
nearly on a cost basis as possible, and establish rates 
for all other services, usually referred to as extras, 
at rates slightly higher than actual costs. We can 
not expect to stay out of the red if we continue 
offering service at prices lower than actual costs. 
There are ways in which the income from extras not 
only may increase the general income but also may 
increase the general service. The telephone service 
is often an item of expense. By installing telephones 
in the patients’ rooms, the hospital has an opportu- 
nity to accomplish two things. First, the increased 
service to the patient may be used to increase the bed 
rate, and second, the income from the use of these 
telephones may be applied to the expense of the 
hospital telephone service. This makes it possible to 
change the telephone service from an. expense item 
to an income item. The establishment of routine 
services for clinical and pathological laboratories has 
resulted in increasing these departments’ income. 
The employing of trained anesthetists as regular 
staff members has reduced the cost to the patient 
and proved an income producing service to the hos- 
pital. The majority of hospitals do not charge for 
babies. Why not? It costs to give them care. Rent- 
ing radios and fans can be profitable. If none are 
owned by the hospital, companies that do own them 
are glad to pay a percentage to institutions renting 
them. What are the drug store, cafeteria, barber 
shop, and beauty shop possibilities of your institu- 
tion? These are worthy of study and consideration. 
Efforts must be made to influence those in control of 
our legislation that a fair return comes to the hos- 
pital for service given to the indigent. We represent 
an enormous investment in both finance and activity. 
Yet we do not run our own affairs. There are other 
organizations of all kinds telling us what we must do. 

“A penny saved is a penny earned” is a true say- 
ing. Taking it for granted that we now have our 
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plant in operation, our sources of income going, it 
is our next duty to see that all hospital property and 
all material used is handled as economically as 
possible. 

The nutrition department is an expensive one. 
Small hospital administrators do most of the buying 
and it is here that the greatest opportunity for effi- 
ciency is afforded. Especially is this true when the 
hospital is not large enough to afford a trained dieti- 
cian. The unit cost controls the basis for planning 
the service. The volume of the unit should be 
watched closely. It is in the volume that most of 
the gains or losses are made. A study of the re- 
turned trays served has proven to substantially 
reduce the unit cost of food service. One specific 
way of avoiding waste of food is in the manner of 
serving bread. A small portion can be placed on the 


tray when served and have extra amounts served by, 


an attendant as desired. Sugar may be served in 
the same way. It is a good idea to identify all the 
personnel entitled to meals. By this method several 
hundred meals may be saved in a short time which 
were given to people who were not authorized to 
receive them. 


Small Economies Important 


An analysis of printed forms opens up a profit- 
able field for effecting economies. Some forms have 
been found entirely unnecessary. Others were found 
to be elaborate and simplified. The end result in 
the study of glove consumption was reduced twenty 
per cent in one hospital. Controlling the burning of 
unnecessary lights is a problem, but much can be 
saved if the employees can be made “‘light conscious.” 
Too often lights burn unnecessarily in operating 
rooms, just because it is a habit to turn them on. 
Did you know that seven yards of adhesive can be 
saved on fourteen cases by using three-inch instead 
of four-inch strips? Reclaiming gauze is approved 
by authorities and affords an economy over a period 
of time worthy of consideration. What are you 
doing with the small pieces of soap? Did you know 
that much can be saved by boiling them into jelly 
and substituting for new soap for washing hands, for 
patients’ enemas and for shampoos? Watch drip- 
ping water faucets. Hospitals use the reverse side of 
letters for carbon copies in replying. This not only 
saves a sheet of paper but saves filing space. Mime- 
ographing can be made a great economy. What are 
you doing with your garbage? A fifty-bed hospital 
realized twelve dollars ($12.00) a month on garbage 
that had previously been given away. Labor saving 
equipment should be used wherever possible. Ex- 
penses may be reduced by making a careful study of 
personnel, methods, etc. It is a good plan to see 
just what the employees do and how their work is 
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done. Annual payrolls have been reduced consid- 
erably in this way. 


Buying Supplies 

One way of economizing is to buy good goods. 
This has been an outstanding lesson to the writer in 
purchasing paint. Good paint pays for itself in less- 
ening the amount of cleaning. Buying should, if 
possible, be done on a competitive basis, by procuring 
quotations ‘from various supply houses. After quo- 
tations have been analyzed and the firm determined, 
orders should be made in triplicate. Original is sent 
to firm, one duplicate sent to business office and one 
to receiving or store room. Merchandise should be 
checked immediately on its receipt. Competitive 
buying is not always easy in small communities 
where local firms feel that they should share in the 
purchasing of supplies. 


Checking the Departmental Reports 

Another way of checking over the work of your 
institution from the standpoint of economy is to 
make use of monthly departmental reports. These 
reports should be carefully studied. Utilize experi- 
ence of others. Continual analysis of the different 
departments is an effective method of preventing 
waste. It is most important to have a definite budget 
appropriation by departments set up in advance and 
rigidly checked monthly. Fads and fancies of the 
staff sometimes call for unwise and unwarranted 
expense. These should be controlled insofar as pos- 
sible. The strictest cooperation of the highest to the 
lowest is most essential in all economy. There is 
great power in having several groups working to- 
gether for something all know about and in which 
all are interested. Great saving can be accomplished 
only when the motive is sufficiently strong. 


Collection of Accounts 


You have perhaps noticed that no mention has 
been made of the importance of stressing collections 
of accounts. It seems that the lesson of paramount 
value to hospitals from the depression has been that 
of realization on the part of administrators that those 
who can must pay. No suggestion for collecting is 
offered for it seems that each community has its 
adaptable plan, but our management agrees with the 
colored administrator who said, “Brother, ’de time 
to get ’de money is when ’de pain is on.” In one of 
Christ’s best known parables he sets down to the 
credit of the Good Samaritan the fact that his crown- 
ing act of kindness to the man who fell among thieves 
was to take him to a hospital and pay his bill in ad- 
vance and to tell the hospital superintendent that 
if there were any more charges they would also be 
paid when he came again. 

Scientific standards must not be lowered. Hos- 
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pitalization must remain in the hands of those ren- 
dering the service. 

Hospitals answer a fundamental human need. 
Their overhead is high and their incomes uncertain 
and fluctuating. Each hospital is duty bound to 
justify its continued existence by efficient adminis- 
tration and maintenance of approved standards, and 
to prove its support by the quality, amount, and ex- 


pense of its service. The hope for efficient admi: 

istration lies with the organization of the College « 
Hospital Administrators, maintenance of standar:: 
with the American Hospital Association and Ame. 

ican College of Surgeons, then, as the patient coii- 
sumes service its worth will endure the test, and 
responsibility of expenses will be realized and met. 








Coming Meetings 





CLEVELAND, OHIO 
American Hospital Association, Sept. 28-Oct. 2 
American Protestant Hospital Association, Sept. 26, 27, 28 
American College of Hospital Administrators, Sept. 26, 27, 28 
National Association of Nurse Anesthetists, Sept. 29, 30, Oct. 1 
American Occupational Therapy Association, Sept. 29, 30, Oct. 1 
Children’s Hospital Association, Sept. 30, Oct. 1 











Mississippi Hospital Association, Greenville, May 4. 

Joint Conference, Illinois, Indiana, and Wisconsin 
Hospital Associations, Chicago, May 6-8. 

American Medical Association, Kansas City, May 
11-15. 


Michigan Hospital Association, Grand Rapids, 
May 28-29. 

Minnesota Hospital Association, S. Paul, May 14-15. 

Hospital! Association of the State of New York, 
Buffalo, May 21-22. 


New Jersey Hospital Association, Atlantic City, 
June 4-6. 

Catholic Hospital Association, Baltimore, Md., June 
15-19. 

Manitoba Hospital Association, June 25-26. 

Mid-West Hospital Association, St. Louis, Mo., 
June 26-27. 

Connecticut Hospital Association, June. 

Hospital Association of West Virginia, White Sul- 
phur Springs, September or October. 


British Columbia Hospital Association, Victoria, 
September or October. 


American Public Health Association, New Orleans, 
La., October. 


American Dietetic Association, Boston, October 
11-16. 


American Dietetic Association, Boston, Oct. 11-16. 

Ontario Hospital Association, Toronto, Oct. 19-23. 

Kansas Hospital Association, McPherson, Oct. 31. 

American College of Surgeons, Philadelphia, Octo- 
ber 19-23. 


122 


National Conference of Social Work, 
Atlantic City, May 24-30 


Social work will pass in review the week of May 
24 to 30 when the National Conference of Social 
Work will hold its 63rd Annual Meeting in Atlantic 
City, N. J. 

Bringing together professional social workers from 
all parts of the United States and Canada as well 
as men and women from related fields, volunteer 
workers and others interested in the affairs of human 
welfare, the Annual Meeting is expected to attract 
several thousand persons. 


Besides five general sessions, the program is di- 
vided into four sections and seven special commit- 
tees. The general sessions will include the Presi- 
dential address of Monsignor Robert F. Keegan on 
“Democracy at the Crossroads”; Mayor Fiorello H. 
LaGuardia of New York and Edith Abbott, dean of 
the School of Social Service Administration, Uni- 
versity of Chicago, on “Public Welfare and Poli- 
tics’; Professor Parker T. Moon of Columbia on 
“International Peace and the Common Good” ; Presi- 
dent Harold W. Dodds of Princeton on “Govern- 
ment and the Common Welfare” and Dr. Solomon 
Lowenstein, executive vice-president of the Federa- 
tion for the Support of Jewish Philanthropic Soci- 
eties of New York City, on “National Security— 
What Price?” 





A New Maternity Unit 


The ground is being cleared for the erection of 
the new maternity unit, the Florence Nightingale 
Hospital to be added to the Baylor University group, 
Dallas, Texas. The University and the citizens of 
Dallas are indebted to Mr. and Mrs. E. R. Brown 
whose generosity has made possible the building of 
this unit. 
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Of Special Interest to the Buyer 


MOST INTERESTING improvements upon 
products are being made constantly. There is a 
steady stream of news across our desk about new 
products and improvements upon old products, all 
the result of brilliant inventive minds. Some have 
no application to hospitals, but when we find some- 
thing that will interest our readers we are glad to 
tell about it. We have a hunch that a great many 
superintendents and nurses will welcome the new 
adjustable height fan just introduced by the West- 
inghouse Electric & Manufacturing Company in 
Mansfield, Ohio. Instead of placing a fan on a 
dresser or chair, or table, the new Westinghouse 
fan has a new standard mounting and, of course, is 
portable. It can now be placed in any location of 
the room where a cool circulation of air is desirable, 
and at an adjustable height of from three feet six 
inches from floor to centerline of fan to four feet 
nine inches from floor to centerline. 

So, at one fell swoop the problem of where to 
place the electric fan in a patient’s room (yes, even 
in the superintendent’s office) is solved. The photo- 
graph of it shows a very efficiently built and beauti- 
fully designed portable fan. We predict this will 
have big popularity in the hospital field. 


niente 


LEGAL DECISIONS in April HOSPITALS 
described the law case of a patient slipping on a 
polished floor and bringing suit against the hospital 
for a fractured arm. Insurance statistics show an 
alarming number of such accidents. Any hospital 
superintendent who has been through such experi- 
ences in his institution will pay attention to Kenwood 
Mills—the wool products manufacturers in Albany, 
who announce a full line of all wool rugs backed with 
sponge rubber, in carpet size, from three to eighteen 
feet wide, and any length up to sixty feet. They also 
have a line of small size bath and bedside rugs, made 
with sponge rubber backing. There are certain 
floors in hospitals where such floor coverings are vi- 
tally necessary. Foresight here can prevent some 
serious accidents. Kenwood Mills will send swatches 
and prices if you write them. 


manent enna 


A NEW HEART MODEL is announced by 
Denoyer-Geppert Company, makers of anatomical 
models for use in nurses schools. They have called 
our attention also to a new American made female 
torso and head model which they claim is complete 
enough for university and medical school use. It is 
fascinating to see their new ear model—greatly en- 


larged and dissectible into eight parts. This kind of 
work has been developing since the year 1822 and 
there seems to be no limit to what can be done. Cer- 
tain it is these people take an artist’s pride in their 
work, 

wltaialliianascess 


A SURGEON’S PSYCHOLOGY when he is 
operating is a mystery to those who surround him. 
He is forced to work at a nerve-stretching tension. 
It is under such circumstances that a very small 
thing can upset mental equilibrium. It pays, there- 
fore, to give some study to all the equipment he uses. 
Superintendents know what it means to have every- 
thing in the operating room move with watch-like 
precision, 

A splendid contribution has recently been made by 
the Miller Rubber Company. They announce a new 
Brown Latex Surgeons’ Glove. It has many fea- 
tures which will add greatly to a surgeon’s mental 
ease and poise. They tell us this new glove is form- 
fitting, shaped to fit the hand with extra fullness in 
the back to compensate for flexing, without fatigue. 
They have a hold-fast surface, delicately rough- 
ened, making it possible to handle wet slippery 
instruments, sutures, etc., with accuracy and safety. 


The test for tensile strength is 3,800 to 4,000 
pounds per square inch, which is astonishing. The 
Miller Co. claim that this glove may be kept in stor- 
age from three to five years without seriously deteri- 
orating. It makes us want to see a sample at once, 
and it sounds as though you have here about all that 
a rubber glove can deliver. 


——_—_—_—. 


A GIANT MONSTROSITY appeared on this 
page last month. We were describing J. Sklar Com- 
pany’s new Bodyscope for use in nursing schools, 
and in some luckless way it was described as meas- 
uring 31 ft.x 20 ft. Of course it should have been 
31 INCHES x 20 INCHES. Can you imagine what 
a job the custodian of a Bodyscope 31 ft. high would 
have on his hands? 


pane kee 


NAMELESS NURSES is a subject brought up 
by an old friend of the hospital field, J & J Cash In- 
corporated. They present the problem of whether 
the patient or doctor should say just “nurse” of 
address her by name. To solve this problem they 
suggest the use of woven name tapes attached to the 
sleeves or pockets of the nurse’s uniform, also the 
title of the department. We imagine this suggestion 
could start some lively discussions between nurses 
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and superintendents of nurses, superintendents and 
others as to whether the personnel- should or should 
not be labeled. In fact, we listened to a pro and con 
argument the other day which made us wonder what 
hospital personnel themselves think of the idea. We 
thought the brightest remark came when a superin- 
tendent observed that he thought the final test of 
the value of the J & J Cash suggestion is what the 
patient would think of it. It was generally agreed 
that a patient, particularly the better class, would pre- 
fer to call a nurse by name. The woven names are 
done in good taste, not obtrusive. We wonder what 
some of you who read this think about it. We would 
welcome your opinion, because we believe it is a 
subject that has broad application in the hospital 
field. 


en 


SURGICAL MOTION PICTURES intended 
for educational purposes comprise a wealth of mate- 
rial which is becoming more and more valuable. So 
when Davis and Geck announce a new motion picture 
there is a wide wave of interest. What appears to 
be the last word on a subject of supreme importance 
is their new motion picture, “Suture Technic.” They 
have produced this film especially for nursing groups 
and as a teaching aid in training schools. D&G made 
a-conscientious study of methods employed in lead- 
ing hospitals. Then they had the job of picturing 
all facts impartially, and of course ethically. The 
preparatory and operating room technics for handling 
_ both boilable and non-boilable sutures have been 
dealt with in such a manner that this film serves a 
most useful purpose by demonstrating a subject 
which is difficult to teach. 

This picture and thirty others in the D&G Library 
of Surgical Motion Pictures show how seriously a 
manufacturer can take his job. A vast amount of 
research, a keen sense of responsibility, a spirit of 
cooperation make this work one which is an example 
to other industries. 


es 


RESEARCH RESULTS of interest to hospital 
superintendents come to us from the Colgate-Palm- 
olive-Peet Company. It looks like information fresh 
from their laboratory. They tell us about four new 
soaps especially adapted for use in hospital laun- 
dries. The first is Colgate Formula 20—“a complete 
cold water soap.” It’s a prepared soap for cold water 
washing of colored fabrics. Another is Colgate For- 
mula 40, “a complete hot water soap” for flat white 
work and fast colored fabrics. Then their Colgate 
Formula 33 is what they term “the scientific pH 
control soap.”” They have designed this for use in 
the so-called “break” operation, Their Colgate For- 


‘ 


mula 91 is a “special granular industrial alkali of 
wide application.” Recommended especially {for 
mechanical dishwashing. What does the laundry 
foreman in your laundry know about the use of these 
new products? We are told the Colgate people are 
making a highly advanced study of many of the 
problems that perhaps often make you scratch your 
head. Their motive is really to deserve your busi- 
ness. These new formulae will be examined by 
hospital superintendents with a great deal of interest 
because of the way in which they take care of prob- 
lems that go with hospital laundering. 


a Se 


MANY SUPERINTENDENTS who test linens 
before buying will be interested in some information 
which Cannon Mills sent us a little while ago about 
their Utility Percale Sheet. They claim it has 
twenty-five per cent more threads to the square inch 


-than standard muslin. It is light in weight, approxi- 


mately one-half pound less per sheet than standard 
muslin. They can show you samples of this sheet 
laundered one hundred fifty times that show no sign 
of wear. They come packed in cellophane with a 
cardboard sleeve called a Utility Pack. 


‘ati ctalR eat 


HIS MAJESTY, the newborn babe, has found a 
new freedom for which he would gurgle thanks to 
Johnson & Johnson if he could know what has hap- 
pened. Their new product, “Chux,” a disposable 
diaper, is now being made in two sizes; the new 
larger size, 1314 inches by twenty inches, is for 
babies over twelve pounds; the small size 914 
inches x 15 inches is intended for babies weighing up 
to twelve pounds. 


“Chux” is a name for a disposable diaper which 
ought to be very valuable from a trademark stand- 
point. It is interesting to know how much thought 
and experimentation the J&J laboratories have put 
upon this item. They worked in cooperation with 
maternity hospitals and pediatricians. It is another 
case of science contributing more in efficiency than 
old-fashion methods based on expediency. 


<> 


SOMETIME AGO we received a news release 
from The DeVilbiss Company describing a nebu- 
lizer which they have made to use with the new 
adrenalin solution now being prescribed for the 
treatment of asthma. An exceedingly fine vapor is 
necessary for the treatment, and this nebulizer pro- 
duces a practically invisible vapor, so fine and dry it 
can be seen only when directed against a pane of 
glass. The nebulizer is so simple and effective it can 
be used by the patient under physician’s direction. 
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Ether is generally recognized as the anesthetic of choice because 
of completeness of relaxation and its greater margin of safety. 
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absolute assurance against any toxic effect due to impurities in 
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nausea or respiratory irritation characterize the administration 
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tests, and sealed with the Mallinckrodt patented mechanical 
closure, MALLINCKRODT ETHER ANESTHESIA merits the con- 
fidence that it has been accorded by the medical profession. 


MALLINCKRODT ETHER ANESTHESIA is packed in 14 pound, 
¥ pound, | pound and 5 pound, chemically treated, hermetically 
sealed containers. 
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The Value of the Nurse Anaesthetist 


ANNE BEDOW 


Chief Anaesthetist, Norwood Hospital, Birmingham, Alabama 


Eva THE EARLY AGE of anaesthesia in which 
the “sleeping sponge” was used to induce sleep in the 
thirteenth century until the first public demonstra- 
tion of surgery without pain given by Morton at the 
Massachusetts General Hospital in 1846, very little 
progress was made in the art of anaesthesia. It is 
difficult to understand why the preparation and ad- 
ministration of anaesthetics was neglected when 
medicine was making the rapid progress which 
marked the sixteenth century. While we today 
would consider crude the apparatus and the technic 
of administration then in use, we must recognize it 
as the beginning of a new era in the field of surgery. 
It has been a changing era but one fact is estab- 
lished: the nurse anaesthetist has earned for herself 
a place in the field of anaesthesia. 


The Progress of the Nurse Anaesthetist 

The advent of the nurse anaesthetist dates back to 
1912, when Miss Agatha Hodgins, Dr. George W. 
Crile’s anaesthetist, recognizing the need for espe- 
cially trained women to administer anaesthetics, in- 
vited a small group of selected nurses to engage in 
the study of Anaesthesia at Lakeside Hospital, 
Cleveland. The students became so proficient, that 
in 1914 when war was declared, Miss Hodgins went 
to France, taking a group of her anaesthetists with 
her. When our country entered the war, Miss 
Hodgins returned home to train other anaesthetists 
to send them to France. 

In some sections of the United States there is a 
feeling that the nurse anaesthetist is infringing on 
the territory of the medical anaesthetist. The crea- 
tion some twenty years ago, by the hospitals and sur- 
geons, of an organized department of anaesthesia in 
which nurses could be trained to efficiently adminis- 
ter anaesthetics was the result of the demand of the 
hospital to have available at all hours persons par- 
ticularly trained to give anaesthetics. It is not the 
desire of the nurse to supplant the medical anaes- 
thetist but there are places where the nurse anaes- 
thetist is particularly needed. She has definitely dis- 
placed the untrained intern who haphazardly poured 
ether and who was more concerned as an embryo 
surgeon in what the surgeon was doing than in the 
condition of the patient. 

Hospitals are operated for the care and safety of 
the patient. It has been said that patients who are 
pleased with the food served while ill are more apt 
to be pleased with the hospital as a whole and that 
if the food is not pleasing and appetizing they are 
liable to find fault with everything else. As the 
dietary department relates to the patient, so does the 
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surgical department relate to the surgeon. The 
operating room is his laboratory and workroom and 
when he is satisfied with the technic and service of 
his department he looks with favor upon the work 
of the other departments in the hospital. This par- 
ticularly applies to the necessity of close team work 
between the sugeon and anaesthetist. Between the 
surgeon and anaesthetist there should be a mutual 
understanding of each other’s difficulties. 

The past decade presents a very interesting picture 
in the field of anaesthesia. The growing recognition 
of the importance of anaesthesia, its choice and ad- 
ministration, is at once appreciated. New anaes- 
thesia and methods of technic in administration have 
been developed with a marked improvement in the 
tone of the anaesthetic and the duration of the post- 
operative period is shortened. Along with the new 
technic we have had the development of new anaes- 
thetic drugs and sequences. 


The Responsibility of the Nurse Anaesthetist 

The responsibility of administering an anaesthetic 
is great; the life of the patient is in the anaesthetist’s 
hands and it gives to the surgeon an added confidence 
to have an anaesthetist on whom he can depend to 
meet an emergency or who, through quick percep- 
tion, is able to prevent emergencies arising. It is 
necessary that the anaesthetist acquaint herself with 
the technic in all cases so that she may increase or 
decrease the volume of the anaesthetic accordingly. 
It is her job to bring the patient safely through the 
operative procedure. A large percentage of patients 
dread the anaesthetic more than the operation. It is 
the first duty of the anaesthetist to instill confidence 
in the patient and allay dread. A frightenend patient 
is a potential risk. An efficient anaesthetist must be 
a sympathetic person and at the same time one capa- 
ble of exercising firmness with patience. It is of in- 
estimable value to a hospital to have anaesthetists’ 
who are capable of administering efficiently any type 
of anaesthetic required other than regional, which is 
distinctly the work of the medical anaesthetists. 

In conclusion, as an illustration, may we liken the 
modern hospital to a wheel. The hub of the wheel 
is the patient—the center of activity. Without the 
hub there is no wheel and to complete the wheel one 
must have the necessary number of spokes, namely ; 
the admitting department, laboratory, x-ray, dietary, 
obstetrical, orthopedic, pediatric, medical, surgical 
and anaesthesia departments. We feel that the nurse 
anaesthetists form an integral part of the life of the 
hospital and that they have a place peculiarly their 
own to maintain through diligence and efficiency. 
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The strict control which is exercised 
in the manufacture of Petrolagar is one of the chief 
reasons for its efficiency. Every step in the process 
of making Petrolagar, from tests of raw materials 
on through each phase in its production, literally 
comes under the exacting scrutiny of the microscope. 
Because of this control Petrolagar can always 
be relied upon for its uniform consistency and action. 


Petrolagar is a palatable emulsion of pure liquid petrolatum, (65% by 

volume) and number One Silver White Kobe Agar-agar, accepted by the 

Council on Pharmacy and Chemistry of The American Medical Association 
for the treatment of constipation. 


Petrolagar Laboratories, Inc., 8134 McCormick Blvd., Chicago, Ill. 
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Among the Associations 


State and Province Association News 


OHIO HOSPITAL CONVENTION 


Ohio held its Twenty-second Annual Meeting at 
th Deshler-Wallick Hotel, in Columbus, April 14, 
15, and 16. Meeting with the Hospital Association 
were the State Dietetic, Record Librarian, and Anes- 
thetist Associations, together with the newly-organ- 
ized association of Clinical Laboratory Technicians 
and Physiotherapists. 

Olive Jane Brown, superintendent of the Det- 
wiler Memorial Hospital of Wauseon was named 
president-elect, and Guy J. Clark, executive secre- 
tary of the Cleveland Hospital Council succeeded 
Dr. Merrill F. Steele as president of the Association. 

Inclusive, hospital rates received considerable at- 
tention. John R. Mannix reported on the Revised 
Accounting Manual and described the system of 
inclusive rates in effect at the University Hospitals 
of Cleveland. Each patient is charged a daily rate 
for board, nursing care, and the like according to 
the accommodations occupied. There is charged a 
fee of $20, which includes all special services com- 
mon to all classes of patients, such as laboratory, 
drugs, x-ray, and dressings. For special service, 
such as major surgery, a second fee is added which 
is $15 for this particular service. Accordingly, a 
patient who undergoes a major operation would pay 
an inclusive fee of $35 for all service which he re- 
quired in the hospital, plus the daily charge for bed- 
' side care according to accommodations occupied. The 
patient under this plan is entitled to receive all the 
care he requires that is ordered by his physician, and 
there is no itemization of charges on the statement 
which he receives. 

This was first begun in 1933 as an alternate plan, 
approximately 75 per cent of the patients voluntarily 
choosing it in the beginning. The percentage grew 
until over 95 per cent were choosing it in 1935, when 
it was decided to entirely discontinue the old system 
of individual charges for services received. While 
it was to be expected that doctors’ orders would in- 
crease under this plan, yet it was clearly proven that 
the patient at the same time was receiving more ade- 
quate service, which is the duty of the hospital. 

It was emphasized that in the past hospitals had 
announced inclusive rates, particularly for maternity 
care, which were reduced rates in order to attract 
a volume of service, and that this type of rate struc- 
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ture was not devised for the offering of reduced 
rates, but to produce the same amount of revenue 
that they previously had received under the old sys- 
tem. The State Association was requested to de- 
velop a formula whereby each hospital could arrive 
at inclusive rates which insure the hospital of ade- 
quate income under the new plan. Those who had 
had experience with this were greatly in favor of it. 

The Hospital Obstetric Society of Ohio, composed 
of hospital obstetricians, had a joint meeting with 
the Hospital Association. A year ago rules and 
regulations were presented by the Society covering 
maternity departments of twenty-four beds or over. 
After joint consideration, these were approved by the 
Ohio Hospital Association and recommended to their 
members. This year the Society reported that excel- 
lent progress had been made in securing the adoption 
of these rules by the hospitals and they presented 
further regulations for hospitals having from ten to 
twenty-four beds. Segregation of the maternity pa- 
tient was their primary recommendation, that is, 
both. physical and personal isolation. No visiting by 
any child under fourteen years of age, and no ob- 
server to be allowed in the delivery room were 
recommended ; also individual cribs, that are entirely 
separated, were recommended for the nursery. Other 
recommendations were an obstetric medical staff 
organized with a chief, if possible; no nurse, unless 
trained, to give anaesthesia; no interchange of nurs- 
ing staffs; and supervision of doctors in delivery 
room. 

During the year all hospitals in this class will be 
inspected by members of the Society, who also plan 
to give courses in the art of obstetrics by doctors so 
that every means may be taken for protection against 
exogenous infection and the early diagnosis of ab- 
normal conditions. Funds have been received so that 
a complete study will be made of the death rate for 
the purpose of finding better means to control mor- 
tality. A recent study in Cleveland discloses that 
while the death rate of maternity cases in hospitals 
was much higher than in homes, yet 85 per cent of 
the patients who died were admitted because of 
known pathology, which made hospital care rather 
than home care essential. 

A most interesting round table on professional 
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A Eloise Hospital, Eloise, Michigan, keeping some- 
times as many as 10,000 patients in clean linens 
presented a big problem. The executives asked an 
American Laundry Advisor to make a survey; following 
his recommendations, mass production equipment was 
promptly installed. That was three years ago. Today, 
Dr. T. K. Gruber, Superintendent, writes about his laun- 
dry department: “The equipment is working admirably 
... mental patients assist in operating this machinery 
with perfect ease and safety.’ 

Why not have an American Laundry advisor call and 
suggest savings that will bring down your laundering 
cost? There is no obligation. Write. 


THE AMERICAN LAUNDRY MACHINERY CO. 
CINCINNATI, OHIO 
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problems was conducted by Dr. R. C. Buerki, presi- 
dent of the American Hospital Association, at which 
all the affiliating associations were present. Clara 
Brown, Nurse Examiner for Ohio, stated that in 
1915 the average Ohio school of nursing gave 331 
hours of instruction, in 1927 884 hours, and last year 
964 hours. The greatest number of hours of instruc- 
tion given by any one school was 1,480, and it was 
anticipated that 1,200 to 1,500 would be recom- 
mended. She further recommended from 4,500 to 
5,500 hours of bedside nursing, a forty-four hour 
week, and one month’s vacation for student nurses. 
She stated that nurse assistants had been increased 
by 217 in Ohio during the past year. 


Dr. E. R. Crew, of the Miami Valley Hospital, 
presented the clinic situation in Dayton. The Dayton 
hospitals, during 1933, had cared for 110,000 visits 
in the out-patient departments, which comprised a 
complete program of clinics. Following the offer of 
the Federal Government to pay doctors for care of 
indigents in their homes and in the doctors’ offices, 
- upon the request of the physicians of Dayton the 
hospitals closed their clinics in May and June of 
1934. One hundred fifty doctors first signed for 
the care of these patients, but the pay became so 
small that some dropped out. Social workers of the 
city were the first to feel that there was a lack of 
service to their clientele, and they were somewhat 
slow to send patients to the doctors. It was particu- 
larly hard to get specialized service, such as eye, ear, 
nose and throat, for the specialists did not care to 
have these patients come to their offices. 


After the Federal Government stopped payment, 
the County Commissioners assumed the obligation, 
and they now desire that the hospitals re-open their 
clinics and take the burden from the county, or else 
they propose to hire doctors on a salary to do this 
work. A recent questionnaire sent to this class of 
patients showed them to be about equally divided 
between preferring the physician service and the 
clinic service, so that physicians claim that there is 
no demand on the part of the patients for the clinics 
to re-open. The staff of the hospital voted 46 for 
re-opening of clinics, and 34 against. 


If clinics should be re-opened, which is a probabil- 
ity, Dr. Crew stated that patients would be admitted 
only after very careful investigation. A central ad- 
mission, or rather investigation bureau is now being 
operated by the Community Chest for the hospitals. 
This costs approximately $1,000 per month for about 
1,000 investigations. It is being used for the distri- 
bution of community chest and public funds to hos- 
pitals. The Bureau determines how much, if any- 
thing, that the patient should pay, and makes the 
collections for the hospital. It was indicated that the 











services of this Bureau would be sought to investi- 
gate clinic patients before admission, if clinics were 
re-opened. 

——— 


The Twelfth Annudl Convention of the 
Hospital Association of New York 


The twelfth annual convention of the Hospital 
Association of New York State will be held at the 
Hotel Statler, Buffalo, New York, on Thursday and 
Friday, May 21 and 22, 1936. 

Meeting concurrently with the association at the 
same Hotel will be the New York State Dietetic 
Association, New York State Association of Nurse 
Anaesthetists and the New York State Association 
of Medical Record Librarians. 

The program committee under the chairmanship of 
Ernest G. McKay, first vice-president of the State 
Association, has prepared a very interesting and in- 
structive program for the Thursday afternon and 
the Friday morning sessions. Thursday morning the 
annual business meeting will be held. 

Matters of serious import to hospital executives 
will be discussed. On Thursday afternoon Dr. Robin 
C. Buerki, president of the American Hospital 
Association, will conduct a round table which is one 
of the annual features of the convention. 

The local arrangements committee under the lead- 
ership of H. A. Grimm, superintendent Millard 
Fillmore Hospital of Buffalo, have made extensive 
preparation for the entertainment of the delegates. 
On Thursday evening the annual banquet of the 
Association and the allied organizations will be held 
at the Hotel Statler at which Walter F. Schmieding, 
an entertainer of national reputation, will be the prin- 
cipal speaker. At the conclusion of the banquet a 
floor show will offer further entertainment. 

On Friday the Hospital Council of Buffalo will 
entertain the Hospital Association delegates at lunch- 
eon at which time Samuel B. Botsford, executive 
vice-president of the Buffalo Chamber of Commerce 
and a speaker of considerable reputation, will 
give the address. 

The visitors are urged to remain in Buffalo over 
Saturday to enjoy the further plans of the Local 
Arrangements Committee which includes a golf 
tournament on Saturday morning and a visit to 
Niagara Falls in the afternoon with a tea at the 
Niagara Falls Memorial Hospital of which Past 
President P. Godfrey Savage is Superintendent. 

In connection with the convention the Association 
will conduct a Technical Exposition in which 58 ex- 
hibits of the latest and best in hospital equipment 
and supplies will be shown to the visitors. The 
importance of this annual exhibit is indicated by the 
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fact that the entire show was sold out last November, 
six months before convention dates. 

Invitations have been issued to the National Asso- 
ciation and various adjacent state and provincial 
associations and a banner attendance is expected. 





North Carolina, South Carolina and 
Virginia Hospital Associations 


The North Carolina, South Carolina, and Vir- 
ginia Hospital Associations held their joint annual 
convention at Old Point Comfort, Virginia, April 
15 to 18. Meeting with them was the Virginia State 
Dietetic Association. It was one of the best at- 
tended hospital association conventions of the year; 
more than two hundred fifty were registered from 
the three states. Meetings were held at the Cham- 
berlin Hotel, where every facility for a successful 
convention was made available. 

The general arrangements were under the direc- 
tion of Dr. Lewis E. Jarrett, president of the Vir- 
ginia Hospital Association, who presided at the open- 
ing meeting. 

The daily conferences were marked by the presen- 
tation of discussions of large interest to hospital peo- 
pie. Round tables were characterized by the par- 
ticipation of all those who attended, and the questions 
asked and the discussions that followed were per- 
tinent, as well as constructive. 


Among those appearing on the program were Dr. 
Martha Koehne, Bureau of Home Economics, Wash- 
ington, D. C., Eleanor Enright, U. S. Reset- 
tlement Administration, Richmond, Dr. Basil C. Mac- 
Lean, Rochester, N. Y., president-elect of the Amer- 
ican College of Hospital Administrators, Kath- 
erine Mitchell, president of the American Dietetic 
Association, Dr. W. T. Sanger, president of the Med- 
ical College of Virginia, and Homer F. Sanger, 
Council on Medical Education and Hospitals of the 
..smerican Medical Association. 


The annual banquet and ball was one of the fea- 
tures of the week’s activities. Two hundred guests 
enjoyed the evening’s entertainment. Two features 
that were particularly attractive on the evening’s 
program were the address by Dr. P. Roland Wag- 
ner of Norfolk, one of the best known humorists 
and philosophers in the South, and the musical num- 
bers rendered by the Hampton Institute Male Quar- 
tet. 

Presidents of the state associations meeting at this 
convention were as follows: 

North Carolina—Dr. B. C. Willis. 

South Carolina—H. H. McGill. 

Virginia—Dr. Lewis E. Jarrett. 
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Minnesota Hospital Association to Hoi 
Its Thirteenth Annual Convention 


The Minnesota Hospital Association will hold iis 
thirteenth annual convention at the Lowry Hotel in 
St. Paul, May 14 and 15. Meeting with the Hospital 
Association will be the Minnesota Record Librarians 
Association, the Minnesota Dietetic Association, the 
Minnesota Anaesthetists Association, Superintend- 
ents of Hospital Training .Schools, and the Minne- 
sota Association of Hospital Social Workers. The 
program arrangements are under the direction of 
Victor M. Anderson, president of the Association. 
The Minnesota Hospital Association conventions are 
always well attended, and their conference this year 
promises to reach a new high in the number of dele- 
gates attending. 

The annual banquet will be held in the Continental 
Room of the Hotel Saint Paul, on Thursday evening. 





Alabama Hospital Association 
The Alabama Hospital Association held their an- 
nual convention in Montgomery on April 7 and 8, 
with Dr. Charles Newton Carraway. presiding. 


The meeting was well attended and the program 
was well balanced and interesting. Among those 
who addressed the convention were Dr. Seale Harris 
and Dr. Joseph D. Heacock of Birmingham, Sarah 
McCarty, president of the National Association of 
AMER HOSP 112 
Laboratory Technicians, Dr. John H. Blue of Mont- 
gomery, W. D. Barker of Atlanta, and Frank Van- 
Dyk of New York. 

Among the hospital administrators on the pro- 
gram were Dr. Albert C. Jackson, Dr. Neal N. 
Wood, Mrs. Jewell W. Thrasher, Dr. French H. 
Craddock, and Miss Alma C. Foust. 

The Honorable Bibb Graves, Governor of Ala- 
bama, was the guest orator of the Convention. 





Colorado Hospital Association 
The Colorado Hospital Association held its spring 
meeting at the Cosmopolitan Hotel, Denver. This 
meeting, as are all Colorado meetings, was well at- 
tended. 
The program consisted of the following: 


TUESDAY, APRIL 28 

10 A. M. Administrative Round Table, conducted 
by Dr. Malcolm T. MacEachern, Director of Hos- 
pital Activities, American College of Surgeons. 

The round table included no formal addresses or 
papers but was devoted to a discussion of questions 
selected by the delegates from the printed lists of 
general administrative, nursing service, dietetic, and 
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This is number 2 in a series of ad- 
vertisments being published with the 
cooperative approval of the Catholic 
Hospital Association and the Ameri- 
can Hospital Association representa- 
tivesofwhichcomprisea Consultation 
Committee, together with representa- 
tives of the Hospital Exhibitors’ As- 
sociation. The purpose of this com- 
mittee is to serve as a clearing house 
on matters of mutual interest sug- 
gested by these advertisements. Ad- 
dress your inquiry to Consultation 


Committee in care of this magazine. 


, a that do NOT 


A ppear on the | 


A hospital bill does not show definite charges for such things as 
skill, experience, devotion, reputation, and the long list of other 
intangibles which make up hospital care and treatment, yet they are 


the very essence of the service by which a hospital is judged. 


The 88 business organizations belonging to the Hospital Exhibitors’ 
Association similarly, if in different degree, deliver, with their com- 


modities and services, values which do not appear on the invoice. 


Among these intangible values are: 
Honesty and integrity, tested in countless individual transactions 
with hospitals; 
Reputation, won by backing promise with performance; 
Pride in having met the requirements of hospitals in the past; 
Experience gained through years of relationships with hospitals; 


Mutual interest, with hospitals, in developing higher standards 
of quality and performance; 


Full appreciation of both the achievements and the problems 
of hospitals. 


These, and many other values which do not appear on the invoices 
of our members, represent a compelling reason why the business 
relations with members of this Association yield the fullest measure 


of satisfaction. 


HOSPITAL EXHIBITORS’ ASSOCIATION 


May, 1936 
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miscellaneous questions which were distributed at 


the meeting. 
12:15 P. M. Trustees and Officers Luncheon. 


Administrative Section 

2 P.M. Report of Committee on Hospital Coop- 
eration and Coordination on Student Nurses’ Ex- 
penses and Compensation, Mrs. Oca Cushman, Su- 
perintendent Children’s Hospital, Denver. 

“The Hospital and Its Relation to the Commu- 
nity’—Dr. Arthur C. Bachmeyer, Director of Uni- 
versity Clinics, University of Chicago. 

“National Hospital Day”—Rev. John R. Mulroy, 
Director of Catholic Charities, Denver. 

The Hospital and the Doctor: 

1. “What the Dietitian expects of the Doctor” 
—Fern Stone, Dietitian Denver General 
Hospital, Denver. 

. “What the Nurse Expects of the Hospital” 
—A. Faith Ankeny, Superintendent of 
Nurses, Corwin Hospital, Pueblo. 

. “What the Superintendent Expects of the 
Doctor”—Mr. Walter G. Christie, Super- 
intendent Presbyterian Hospital, Denver. 

. “What the Doctor Expects of the Hospi- 
tal”—Walter W. King, M.D., President 
Colorado State Medical Society, Denver. 


“Current Practices in Operating Oxygen Therapy 
Equipment”—A moving picture, prepared and pre- 
sented by the Linde Air Products Company, Denver. 

8 P. M. Joint Banquet: Colorado Hospital As- 
sociation, Colorado State Nurses’ Association. 

WEDNESDAY, APRIL 29 
Administrative Section 

10 A. M. “Nursing Education and the Hospi- 
tal”’—Dr. Arthur C. Bachmeyer, Director of Uni- 
versity Clinics, University of Chicago. 

10:30 A: M. Administrative Round Table, Con- 
ducted by Dr. Malcolm T. MacEachern, Director of 
Hospital Activities, American College of Surgeons. 

The round table included no formal addresses or 
papers, but was devoted to a discussion of a pre- 
pared list of questions on general subjects which 
were distributed to those attending the meeting. 

Joint session with Colorado State Nurses’ Asso- 
ciation, Silver Glade. 

2 P. M. Round Table: “Trends in Nursing Ed- 
ucation”—Conducted by Mrs. Elizabeth Harris, R. 
N., Assistant Superintendent of Nurses, Presbyte- 
rian Hospital, Denver. 

Introduction: “Marching Forward in Nursing 
Education”—Mary Roberts, R.N., Editor American 
Journal of Nursing. 

“What Implications are there for Hospitals in a 
Forward Looking Program in Nursing ?”—Dr. Mal- 
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colm T. MacEachern, Director of Hospital Activi- 
ties, American College of Surgeons. 

“How would a National Accrediting Agency for 
Schools of Nursing Serge to Integrate the thinking 
of Hospital and Nursing Groups on Standards for 
Nursing Schools ?”—Dr. Arthur C. Bachmeyer, Di- 
rector of University Clinics, University of Chicago. 

4P.M. Adjournment. 


—_——_—__—_ 


Twelfth Annual Convention of the New 


Jersey Hospital Association 


At the Twelfth Annual Convention of the New 
Jersey Hospital Association a rather unique pro- 
gram is being planned for June 4, 5, and 6, at At- 
lantic City. At this time outstanding representatives 
of the various fields will be called upon to critically 
analyze hospitals today and at the same time set up 
policies under which they should be governed in 
this changing social order. 

The following affiliated associations have been 
asked to suggest a speaker for this session, the topic 
to be one of mutual interest to the field as a whole: 

Association of Medical Record Librarians of New 
Jersey. 

New Jersey Society of X-ray Technicians. 

New Jersey Occupational Therapy Association. 

New Jersey State Dietetic Association. 

New Jersey State Nurses’ Association. 

New Jersey Association of Medical-Social Work- 
ers. 

On Friday, June 5, the Program Committee is ar- 
ranging for two symposia as follows: 

On Whom Should the Responsibility Rest for 
Community Hospital Policies? 

Trustee: Mr. William A. Sumner, Attorney at 
Law, President, Paterson General Hospital, Pater- 
son, N. J. 

Administrator: Dr. C. W. Munger, Director, 
Grasslands Hospital, Valhalla, N. Y., Pres.-Elect, 
American Hospital Association. 

Physician: Dr. Spencer T. Snedecor, Vice-Presi- 
dent, Medical Society of New Jersey. 


Summary: Mr. Charles F. Neergaard, Hospital 
consultant, New York City, N. Y. 


Discussion : 


A Critical Analysis of Hospitals Today. 

Sociology: Dr. Francis Brown, Ph.D., Asst. 
Professor of Sociology, New York University. 

Mental Hygiene: Dr. Stephen P. Jewett, M.D., 
Attending Neuro-psychiatrist at New York Medical 
College. 

Religion: Dr. Lloyd Foster, D.D., Calvary Meth- 
odist Church, East Orange, N. J. 
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STICKLEY BROS. COMPANY 


Grand Rapids, Michigan 


will introduce 
a new line of 


Hospital Furniture 
in 1936 
also 
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The Heart of a Hospital 


is its 


NURSING SERVICE 


Your First Consideration—to maintain 
this Nursing Service at a high standard of 
excellence. 


Our Constant Purpose—to provide you 
with a never-failing source of supply of 
highly qualified nurses. 


Intelligent Selection—Prompt Service 
The Professional Viewpoint 
Ensure Maximum Efficiency 


Advisory Service a Special Feature 


Write at once to the 


NURSE PLACEMENT SERVICE 


Room 513 
8 South Michigan Avenue 


CHICAGO, ILLINOIS 
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TEMPGLASS 


Saves You Money 


UST figure your thermometer costs 
by the year and not by the dozen. 







But how can that prove you will save 
money with Tempglass? Simply this. 
Tempglass Thermometers are tempered. 
Tempering makes them tougher—makes 
them outlast two ordinary thermometers. 
So by specifying Tempglass you will ef- 
fect substantial savings in your budget 
and in addition get finer, more accurate, 
more dependable instruments. 










No wonder more and more hospitals 
who have made the Tempglass test are 
specifying “Tempglass only.” They 
know real value — quality at a saving. 








TEMPGLASS PRICES 
Per Dozen Per Gross 
No. 1 Standard Cylinder Bulb $6.50 $72.00 
No. 2 Snub Nose Bulb 6.50 72.00 
6.50 72.00 














.No. 3 Pear Bulb Rectal 


TEMPGLASS 
THERMOMETERS 


Velvet Rustless Steel 
Needles 


A sharper, more durable 
needle. 























Will not rust, corrode nor 
tarnish. Packed twelve to 
a box, each needle pro- 
tected from handling and 
injury in separate Cello- 
phane envelope. Made in 
all Hypodermic, Antitox- 


in, and Aspirating sizes. 
Prices from $1.25 to $2.00 EET EE 
per dozen. 


FAICHNEY INSTRUMENT CORPORATION 


WATERTOWN, NEW YORK 





Public Health: Dr. Haven Emerson, M.D., Co- 
{umbia University. 

Economics: Commissioner William J. Ellis, L.L. 
D., Department of Institutions and Agencies. 

Medical: Dr. Thomas K. Lewis, Chairman, Med- 
ical Practice Committee, Medical Society of N. J. 

Summary: Mr. F. Stanley Howe, Director, 
Orange Memorial Hospital, Orange, N. J. 

Discussion : 


The Hospital Associations of Illinois, 
Wisconsin and Indiana Meet 
May 6, 7, and 8 


The Tri-State Assembly of the three State Hos- 
pital Associations will hold their annual meeting in 
Chicago at the Sherman Hotel, May 6, 7, and 8. 
Every hospital administrator, and every one who 
is interested in hospitals in this area, should arrange 
to attend the meeting. It is always one of the larg- 
est assemblages of hospital people gathered in the 
Midwest each year. The assembly this year gives 
every promise of being the most successful, from 
every standpoint, in the history of these joint meet- 
ings. 

The Committee on Arrangements is preparing to 
entertain a thousand or more who will register dur- 


ing the three days’ session. The program will at- 
tract a wide interest. 


Meeting with the hospital associations will be the 
Dietetic Associations, the Association of Occupa- 
tional Therapists, the Record Librarians’ Associa- 
tions of the three states, the Illinois State Nurses’ 
Association and Illinois League of Nursing Educa- 
tion, the Illinois District of the American Associa- 
tion of Medical Social Workers, and the Illinois So- 
ciety of Clinical Laboratory Technicians. 


Following is the program: 


WEDNESDAY, MAY 6 
10 :00-12:00 Noon 

General Assembly—E. I. Erickson, Chicago; Su- 
perintendent, Augustana Hospital, and President, 
Hospital Association of Illinois, presiding. 

Invocation—Rev. H. L. Fritschel, Milwaukee; 
Superintendent, Milwaukee Hospital. 

Address of Welcome—Herman Smith, M.D., Chi- 
cago; Superintendent, Michael Reese Hospital, and 
President, Chicago Hospital Association. 

General Theme—The Adequacy of the Care of the 
Patient, Introduced by Bert W. Caldwell, M.D., Chi- 
cago; Executive Secretary, American Hospital As- 
sociation. 


Discussion from the Viewpoints of : 


The Administrator—Robert E. Neff, Iowa City; 
Administrator, University Hospitals. 
The Medical Staff—James G. Carr, M.D., Chi- 
cago; Chief of Medical Division, Evanston Hos- 
pital. 
The Nurse—Dorothy Rogers, R.N., Chicago; 
Assistant Professor of Nursing Education, U ni- 
versity of Chicago. 
The Clinical Pathologist—Lall G. Montgomery, 
M.D., Muncie; Pathologist, Ball Memorial Hos- 
pital. 
The Radiologist—Edward L. Jenkinson, M.D., 
Chicago; Radiologist, St. Luke’s Hospital. 
The Physical Therapist—John S. Coulter, M. 
D., Chicago; Associate Professor and in Charge 
of Physical Therapy Department, Northwest- 
ern University Medical School. 
The Dietitian—Jean Crooks, Indianapolis ; Ther- 
apeutic Dietitian, Indiana University Hospitals. 
The Medical Social Worker—Leonora B. Ru- 
binow, Chicago; Third Vice-President, Amer- 
ican Association of Medical Social Workers. 
12 :00-12:30 P. M. 
Inspection of Exhibits. 
12 :30-1:45 P. M. 


Fellowship Luncheon—Sponsored by the Indiana 
Hospital Association. All in attendance at the Tri- 
State Assembly are invited to this luncheon. 

2:00-4:00 P. M. 
GROUP CONFERENCES 

Indiana Hospital Association—Clarence C. Hess, 
Indianapolis; President, Indiana Hospital Associa- 
tion, presiding. 

4:00-5:00 P. M. 

Hospital Association of Illinois—E. I. Erickson, 

Chicago; President, presiding. 
Business Session: 

Calling Meeting to Order. 

Reading of Minutes. 

Communications. 

Reports— Board of Trustees, Secretary- 
Treasurer ; Committees—Standing, Spe- 
cial. 

Unfinished Business. 

New Business. 

Election of Officers. 

4:00-5:00 P. M. 

Indiana Hospital Association—Clarence C. Hess, 

Indianapolis; President, presiding. 
Business Session: 

Calling Meeting to Order. 

Introduction of Guests. 

Reports of Committees—Membership, Leg- 
islative, Constitutional, Auditing, Nom- 
inating. 
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Think of STANDARDIZED FORMS 


as opportunities for 


SAVINGS 


Our complete line of standard- 
ized forms—and we have over 
800 different forms in stock— 
actually COST YOU LESS 
than when you have your own 
printed locally. Our forms are 
printed in large quantities— 
you get the PRICE ADVAN- 
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NEW SPECIAL the U. S. use our Service. 
HISTORY FORMS 


Prepared by the Committee on Clini- 
als cal Records of the American Hospital 

Y Association and approved by _ the 
XN u- American College of Surgeons. Write STANDARDIZED 


for samples. FORM 
ASSORTED LOT PLAN ie Bias Wacoal 


Ask us about our assorted lot plan, which en- Purpose 
ables you to group orders for hospital forms, 
and thus make a further saving. 
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New Business. 
Election of Officers. 


4:00-5:00 P. M. 

Wisconsin Hospital Association—R. C. Buerki, 
M.D., Madison; Superintendent, State of Wisconsin 
General Hospital; President, Wisconsin Hospital 
Association and American Hospital Association, pre- 
siding. 

Business Session: 
Calling Meeting to Order. 
Reading of Minutes. 
Communications. 
Reports—Board of Trustees, Secretary-Treas- 
urer; Committees—Standing, Special. 
Unfinished Business. 
New Business. 
Election of Officers. 


4:00-5:00 P. M. 
Other Organizations or Groups. 
Business Session. 


THURSDAY, MAY 7 
8:00-10:00 A. M. 
Inspection of Exhibits. 


10:00-12 :00 Noon 

General Assembly—Clarence C. Hess, Indianapo- 
lis; presiding. 

General Theme—The Adequacy of Hospital Fi- 
nancing, Introduced by B. C. MacLean, M.D., 
Rochester, New York; Director, Strong Memorial 
Hospital. 

Discussion from the viewpoints of: 


Current Revenues—Sister M. Paschal, Milwau- 
kee; Superintendent, St. Joseph’s Hospital. 
Governmental Subsidies—Maurice Dubin, Chi- 
cago; Superintendent, Mount Sinai Hospital, 
and Executive Secretary, Tri-State Assembly. 

Endowments, Gifts, and Donations—Ada B. 
McCleery, R.N., Evanston; Superintendent, 
Evanston Hospital. 

Group Hospitalisation—John A. McNamara, 
Cleveland Director, Cleveland Hospital Ser- 
vice Association. 

Other Revenues—L. B. McCracken, Indianapo- 
lis; Manager, Medical and Dental Business 
Bureau, Inc. 


12 :00-12:30 P. M. 
Inspection of Exhibits. 


12:30-1:45 P. M. 
Fellowship Luncheon, sponsored by the Exhibitors 
—All in attendance at the Tri-State Assembly are 
invited to this luncheon. 





2:00-4:00 P. M. 
Hospital Engineers—O. E. Olson, Madison; pre- 
siding. 
Air Conditioning—Donald French, 
Vice-President, Canier Corporation. 
Round Table Conference—Engineering and Main- 
tenance Problems in Hospitals. 


Newark; 


4:00-6:00 P. M. 
Inspection of Exhibits. 
7 :00-10:00 P. M. 


Annual Banquet, sponsored by the Chicago Hos- 
pital Association. Special Program to be provided 
by the Chicago Hospital Association. 


FRIDAY, MAY 8 
8:00-10:00 A. M. 

Inspection of Exhibits. 

10 :00-12 :00 Noon 

General Assembly—R. C. Buerki, M.D., Madison ; 
presiding. 

General Theme—The Adequacy of Special Ser- 
vices—Introduced by Claude W. Munger, M.D., 
Valhalla; Superintendent, Grasslands Hospital, and 
President-Elect, American Hospital Association. 

Discussion from the Viewpoints of: 

The Admitting Officer—E. C. Pohlman, Deca- 
tur; Superintendent, Decatur and Macon 
County Hospital. 

The Medical Records Librarian—Sister Mary 
Hilda, R.R.L., Joliet; Records Librarian, St. 
Joseph’s Hospital. 

The Oxygen Therapy Service—M. Herbert 
Barker, M.D., Chicago. 

The Ambulance Service—H. W. Sargeant, M. 
D., Wauwatosa; Superintendent, Milwaukee 
County General Hospital. 

The Emergency Department—Chas. W. My- 
ers, M.D., Indianapolis; Superintendent, In- 
diana City Hospital. 

The Operating Room Supervisor—Bertha EI- 
lingson, R.N., Chicago; Supervisor, Operat- 
ing Room, Presbyterian Hospital. 

The Obstetrical Supervisor—Georgia Hukill, 
R.N., Chicago; Director of Nursing, Chicago 
Lying-In Hospital. 

12 :00-12:30 P. M. 

Inspection of Exhibits. 

2:00-4:00 P. M. 

Round Table Conference for Large Hospitals— 

Conducted by R. C. Buerki, M.D., Madison. 
2:00-4:00 P. M. 

Round Table Conference for Small Hospitals— 
Conducted by Gladys Brandt, R.N., Logansport, In- 
diana; Superintendent, Cass County Hospital. 

(Continued on page 142) 
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CLASSIFIED ADVERTISEMENTS 


R ATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
* number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 





must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 
THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


Commercial announcements accepted at the same rate. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


- POSITIONS OPEN—(Continued) 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





SUPERINTENDENT, R.N. Experienced executive in busi- 
ness management in hospitals of 100 to 150 beds. Quali- 
fied also for combined position superintendency of hospital 
and school of nursing. Excellent references. Address 
Box EA, HOSPITALS, 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N.,. Director 
332 Bulkley Building, 
Cleveland, Ohio 

BUSINESS ADMINISTRATOR: 175-bed hospital, central 
states. Interested in applicants who have had experi- 
ence as assistant to progressive administrator. Desirable 
connection. 

PRINCIPAL, SCHOOL OF NURSING: 400 bed mid-western 
hospital. Requirements: College degree; administrative 
experience in schools of nursing. Open .August. 

ASSISTANT PRINCIPAL, SCHOOL OF NURSING: 350 
bed general hospital. 175 students. Desirable connec- 
tion and salary. Central states. 

ASSISTANT PRINCIPAL, SCHOOL OF NURSING: College 
credits; New York registration; some _ experience. 
Privilege of attending Columbia University. Salary $125, 
maintenance. (a) 250 bed university hospital. New 
York registration. Open September. 

ASSISTANT DIRECTOR OF NURSES: 200 bed New Jersey 
hospital. Educational qualifications and experience in 
ward teaching. Open June first. 

INSTRUCTORS (2) SCIENCE AND PRACTICAL: Sisters’ 
hospital, southern states. Open September. 

SCIENCE INSTRUCTOR: 350 bed mid-western hospital. 
School, 150 students. Excellent class room and resi- 
dence. Open August. 

SUPERVISORS OBSTETRICAL: 250 bed Ohio hospitals. 
Departments, 45 beds. Requirements: Post-graduate in 
Obstetrics, qualified to teach practical Obstetrics. One 
assistant. Open June first. 








AZNOE’S CENTRAL REGISTRY FOR NURSES 
30 North Michigan Avenue 
Chicago 

SUPERINTENDENT OF NURSES under 45 years of age: 
experienced. 125 bed Southeastern hospital splendidly 
located. $150-$175, maintenance. 

DIRECTOR OF NURSES—some teaching required; Ohio 
resident preferred. 

NIGHT SUPERVISOR—orthopedic experienced preferred; 
Children’s hospital. Understand work is light and in- 
tensely interesting, nurses’ home is luxurious. 

RECORD LIBRARIAN—Catholic preferred. 130 bed hos- 
Dital. 


AZNOE’S CENTRAL REGISTRY FOR NURSES 


OBSTETRICAL SUPERVISOR—July ist appointment. i100 
bed Southwest hospital. 

RECORD LIBRARIAN—Historian; 100 bed hospital, will 
have an assistant. 

DIETITIAN—100 bed eastern hospital nicely situated. 

RELIEF DIETITIAN—June ist for 3 months, Chicago 
vicinity. $90, maintenance. 

FLOOR SUPERVISOR—under 35; Florida registration nec- 
essary. 

GENERAL FLOOR SUPERVISOR experienced in office 
nursing; 200 bed Eastern hospital. 

ANESTHETIST willing to combine with general duty, Wis- 
consin hospital. $85 month plus board. 

ANESTHETIST—230 bed Catholic hospital. $80, mainte- 
nance. 

GENERAL DUTY NURSE WANTED—many desirable open- 
ings. 





NEW YORK MEDICAL EXCHANGE (agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
‘New York City 


SUPERINTENDENT OF NURSES—(a) New York City, bed 
capacity 400, all graduate staff, salary $3,000 per year 
and maintenance. (b) New Jersey, bed capacity 200, 
degree necessary, 70 students, salary open. (c) South- 
ern State, bed capacity, 120, 35 students, degree neces- 
sary, salary open. (d) New England, bed capaity 270, 
degree necessary, salary open. (e) 100 bed hospital near 
New York City, no training school, N. Y. R. N., salary 
$125 and maintenance. 

ASSISTANT TO SUPERINTENDENT OF NURSES— 
(a) Hospital situated near New York City, N. Y. R. N., 
degree necessary, salary $125 and maintenance. (b) New 
Jersey, college degree, salary $125 and maintenance. 

THEORETICAL AND PRACTICAL INSTRUCTRESS—Many 
openings in New York, New Jersey, Pennsylvania, New 
England and Southern States, salaries $110 and main- 
tenance up. 

SUPERVISORS—Many openings for Operating Room, Ob- 
stetrical, Pediatric, Medical and Surgical, salaries $80 
and maintenance up. 

ANAESTHETISTS—Several openings in the East, salaries 
$90 and maintenance up. 

GRADUATE NURSE X-RAY TECHNICIAN—N. Y. R. N., 
salary $70 and maintenance. 

X-RAY AND LABORATORY TECHNICIANS—Salaries open. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


TECHNICIANS—(a) Graduate nurse qualified in x-ray and 
laboratory work as well as anaesthesia to assume super- 
intendency, small hospital, delightfully located and beau- 
tifully equipped; midwest. (b) Physiotherapist to super- 
vise department, university hospital. (c) Graduate nurse 
qualified in physiotherapy; crippled children’s depart- 
ment; 200-bed hospital. (d) Technician; thoroughly 
qualified in x-ray and laboratory work; year’s training in 
both branches desirable; minimum year’s experience; 
small hospital; $100, maintenance. No. 110 


(Continued on page 142) 
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Classified Advertisements 
THE MEDICAL BUREAU 
(Continued from page 141) 


DIRECTOR OF NURSES—City owned hospital; 
school; 
west. 


DIRECTOR OF NURSES—For large teaching hospital offer- 
ing courses to postgraduate students only; most desirable 
connection. No. 187-A 


SUPERINTENDENT OF NURSES—For hospital about to 
undergo large building and expansion program; prefera- 
bly college trained woman about 35-40; minimum en- 
trance stipend, $150, maintenance; East. No. 138 


ASSISTANT—Assistant Superintendent of Nurses; duties 
include little teaching and do not include assistant prin- 
oP of school; B. S. degree, preferably from aggre 

te) 


ASSISTANT—Assistant director of nursing service; degree 
and experience in administration desirable; opportunity 
to take college work if no degree; 150- bed hospital; 
suburb, Eastern city; eight-hour day, six-day week. ie 

No. 14 


SOCIAL WORKERS—(a) With psychiatric training; state 
hospital; midwest. (b) Medical; university hospital. gees 
No. 14 


RECORD LIBRARIAN—Must be qualified in medical dicta- 
tion; comparatively new hospital; Kansas. No. 143 


ADMINISTRATOR—Young man with several years’ success- 
ful experience as assistant superintendent to assume su- 
perintendency, 150-bed hospital. No. 108 


SUPERVISORS—(a) Surgical; 300-bed hospital; midwest 
metropolis; most desirable connection. (b) Obstetrical; 
department averages thirty patients; East. (c) Medical; 
all-graduate staff; university hospital; college trained 
woman preferred but not required. ‘Orthopedic, large 
New England hospital; must be qualified to teach her 
subject. (e) Operating room; 200-bed hospital; 70 stu- 
dents; three and five-year courses; splendid connection. 
(f) Pediatric and surgical supervisors; one of leading 
hospitals on Pacific Coast; college training desirable. (8) 
Night; small hospital; Southern Michigan. No. 109 


NURSES—(a) Head; surgical floor; college training desirable; 
large teaching hospital; (b) General duty; pediatric de- 
partment, large eastern hospital. (c) Scrub; department 
averages 250 operations monthly; 450-bed hospital; mid- 
— (d) Surgical; Catholic hospital; southern ge 
nia. oO. 


ANAESTHETISTS—(a) Qualified to serve as assistant su- 
perintendext, small hospital; knowledge of routine labora- 
tory work desirable; Gulf Coast. (b) Large general hos- 
pital; Chicago area; $100, maintenance; early increase. 
(c) An anaesthetist and P. R. N. nurse; must be versatile 
enough to circulate in operating or delivery rooms; one 
of Florida’s leading hospitals; $90, maintenance. (d) 
Fairly large hospital; foreign country; $110, maintenance. 
(e) Anaesthetist interested in learning radium technic; 
hospital specializing skin diseases and cancer; excellent 
connection. No. 100 


ADMINISTRATOR—Physician, thoroughly experienced in 
hospital administration, to assume superintendency, fairly 
large institution; preferably about 40 years of “7 on 

0. 


SUPERVISORS—(a) Night; will have responsibility of de- 
livery room, but not operating room; well equipped hos- 
pital beautifully located on Hudson; minimum, $90, main- 
tenance. (b) For ge department, medium-sized 
hospital; Detroit area. (c) Women’s medical and surgical 
floor; training in surgery desirable; small hospital; New 
York City area; (d) Medical; teaching ability desirable; 
one of leading hospitals, San Francisco area. (e) Oper- 
ating room; comparatively new hospital; Washington 
state. No. 102 


STAFF NURSES—General duty nurses, four-year high school 
graduates, for general duty positions in various parts of 
America; large and small hospital; salaries vary. No. 119 


INSTRUCTORS—(a) Small hospital; southwestern city. (b) 
Small hospital; Chicago area; September ist. (c) Nurs- 
ing procedures; one of Michigan’s leading hospitals; $100, 
maintenance; increases from time to time; September 
1st. (d) Practical; fairly large institution; New York 
City area, now or September ist. (e) Practical; fine New 
England Hospital; can report June lst and take July as 
vacation; fairly large school. No. 120 


INSTRUCTOR—Science; preferably one who can report rea- 
sonably soon; school of 45 students; college town; will 
have opportunity of taking advanced work at university 
and of working into position of educational nas > me 

oO. 


one of finest 


no training 
all-graduate nursing staff: new rr. ec 
o 


INSTRUCTORS—(a) Practical and theoretical; 
schools in Southwest; 75 students; non-resident positions; 
September list; fairly young nurses preferred. (b) Sci- 
ence; 60 students; degree required; slight preference for 
Catholic; Massachusetts. (c) One of Oklahoma’s leading 
schools; degree with major in anatomy or biology re- 
quired. No. 122 


EDUCATIONAL DIRECTOR—Large teaching hospital affil- 
iated with university college of medicine; school aver- 
ages hundred twenty students; degree required. No. 123 


INSTRUCTOR—Senior theoretical for school averaging 90 
students and employing two practical and two theoretical 
instructors; minimum three years’ college training re- 
quired; will be responsible for arrangement of classes and 
correlating of class work. No. 124 


Association News 
(Continued from page 140) 


The Pennsylvania Hospital Association 

As we go to press, the Hospital Association of 
Pennsylvania is in session in Pittsburgh. The an- 
nual conferences of this Association are always we'll 
attended and the programs full of interest. 


Under the presidency of Dr. J. Allen Jackson, 
director of the Danville State Hospital, the Associa- 
tion has made material advances during the past 
year. With the able assistance of Mr. John N. Hat- 
field, the executive secretary of the Association, and 
the several committees the purposes of the Associa- 
tion have been accomplished smoothly and with 
commendable success. 


They have increased their Association member- 
ship, enlarged its activities, and given a wonderful 
service to Pennsylvania institutions. . 


When the hospitals in the flood areas in Penn- 
sylvania were showing the world what hospitals 
mean to their communities, the strong arm of their 
State Association was helping them. Their execu- 
tive secretary, John N. Hatfield, contacted each of 
them, arranged to supply the hospitals with extra 
beds and bedding, surgical supplies, drugs and food 
commodities, and gave them every aid possible. 


The Pennsylvania State Association functions as 
an association should. It proved its value not as an 
association of hospitals and hospital people alone, but 
as a welfare organization of worth to the people of 
Pennsylvania. 


The sessions will be in charge of Dr. J. Allen 
Jackson, president of the Association, and Melvin 
L. Sutley, president-elect. 


Louisiana Hospital Association 


The Louisiana Hospital Association held their an- 
nual meeting on April 27, at the Charleston Hotel, 
Lake Charles, Louisiana. 


The following papers were presented : 
“Group Hospitalization”’ 
A. J. Hockett, M. D., superintendent 
Touro Infirmary, 
New Orleans. 


“The Training of Nurses in a General Hospital” 
E. L. Sanderson, M. D., superintendent 
Charity Hospital, 

Shreveport. 

“Some Hospital Association Activities in Mis- 

sissippi” 

A. Street, M. D., 
Vicksburg Sanitarium, 
Vicksburg. 


HOSPITALS 





